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FULLY  HALF  of  all  cancer  patients  eventually 
require  months,  even  years,  of  terminal  care. 
(Table  1).  The  average  remaining  life  span  of 
bedfast  patients  with  cancer  is  93  days.  Each  year 
there  are  about  200,000  such  patients  in  the  Unit- 
ed States.  Since  we  have  not  been  able  to  diagnose 
and  cure  cancer  in  these  many  patients,  we  must 
devote  more  of  our  efforts  toward  making  them 
comfortable.  The  literature  is  full  of  articles 
directed  toward  the  prevention  and  eradication  of 
malignant  disease,  but  only  recently  have  we  rec- 
onciled ourselves  to  the  importance  of  the  path- 
ologic physiology  in  these  patients  and  the  hope 
of  offering  them  palliation  of  pain  and  prolonga- 
tion of  life. 

Pathologic  Physiology 
Advanced  carcinoma  produces  a  syndrome  which 
closely  simulates,  and  probably  is,  pituitary  in- 
sufficiency. There  are  marked  anorexia,  emaciation, 
muscular  weakness,  intolerance  to  strain  and  trau- 
ma, and  mental  depression.  Apparently,  nutritional 
deficiency  depresses  pituitary  function  and  the 
diminished  pituitary  function  further  depresses  the 
food  intake  in  a  vicious  cycle.  There  are  depres- 
sion of  endocrine  function  with  decreases  of  me- 
tabolic rate  and  17-ketosteroid  excretion;  sterility, 
amenorrhea  and  impotence;  and  generalized  atro- 
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phy,  especially  of  the  fat,  the  muscles  and  the 
hematopoietic  system.  The  parasitizing  tumor  grabs 
the  limited  food  supply,  utilizes  vitamins,  amino 
acids  and  carbohydrates  wastefully,  and  forces  the 
weakening  host  to  convert  body  fat  and  proteins 
to  glucose.  Depletion  of  serum  proteins  produces 
edema.  Due  to  immobilization,  endocrine  deftciency 
and  poor  nutrition,  calcium  leaves  the  bones.  The 
electrolytes  aie  disturbed  by  poor  intake,  poor  ab- 
sorption, or  loss  of  body  fluids  and  secretions. 
Since  cancer  is  more  prevalent  in  the  elderly,  ger- 
iatric problems  are  often  added  to  the  picture. 

Clinical  Aspects 
First,  the  diagnosis  of  advanced  cancer  must  be 
correct.  In  a  recent  study  of  individual  patients  in 
the  Montefiore  Hospital  in  New  York  City,  11 
patients  were  found  who  were  being  treated  for 
inoperable  carcinoma  in  whom  no  carcinoma  was 
present;  five  were  found  diagnosed  as  inoperable 
from  whom  operable  cancer  was  removed;  and  four 
who  were  not  diagnosed  as  having  cancer  ob- 
viously had  the  disease.  Most  of  these  errors  arose 
from  the  mistaken  evaluation  of  roentgen  studies, 
of  pathology  reports,  and  of  surgical  findings. 
Table  II  lists  the  incidence  of  advanced  cancer  in 
the  various  sites  seen  in  1044  patients  treated  at 
the  M.  D.  Anderson  Hospital  between  September 
1st,  1949,  and  February  29th,  1952.  Table  III 
shows  the  types  of  treatment  given  these  patients. 
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Psychologic  Factors 

After  we  are  sure  of  the  diagnosis,  how  should 
we  handle  the  patient?  Too  often,  we  give  up. 
shun  the  patient,  and  create  an  atmosphere  of  utter 
hopelessness.  Our  motto  should  be  that  of  Rhazes, 
the  -Arabian  physician:  'In  the  treatment  of  the 
.sick,  cheerfulness  on  the  part  of  the  physician  is 
essential.  It  behooves  the  wise  physician  to  in- 
spire the  sick  patient  with  hope  of  recovery.  ' 
Trudeau  said  "To  cure  sometimes,  to  relieve  often, 
to  comfort  and  support  always."  Should  the  patient 
be  tokl  that  he  has  incurable  cancer?  This  prob- 
lem is  great  in  our  enlightened  day  when  a  national 
educational  campaign  has  resulted  in  an  almost 
national  cancerphobia.  To  adhere  rigidly  to  a  yes 
or  no  attitude  may  result  in  harm  to  the  patient. 
The  question  has  not  been  solved  and  should  have 
more  study.  It  is  not  always  necessary  to  tell  the 
whole  truth.  Oliver  Wendell  Holmes  said,  "The 
patient  is  no  more  entitled  to  all  the  truth  regard- 
ing his  disability  than  he  is  to  all  the  medicines 
in  your  saddlebags — he  is  entitled  to  that  part  of 
of  it  which  will  do  him  good."'  A  diagnosis  of 
inoperable  cancer  for  the  most  part  destroys  all 
hope  and  causes  a  deep  psychologic  change  in  the 
patient,  the  family  and  the  doctor.  Death  should 
be  kept  in  the  nebulous  future.  This  is  easy  enough 
for  younger  patients,  but  many  an  elderly  patient, 
even  while  well,  considers  death  just  around  the 
corner.  Also  the  elderly  patient,  even  before  he 
becomes  ill,  may  have  felt  unwanted  by  his  family; 
and  after  the  diagnosis,  he  feels  that  there  is  no 
room  for  him  and  no  one  to  sympathize  with  him, 
thus  deepening  his  despair.  The  patient  may  go  to 
quacks  if  the  physician  condemns  him.  The  fact 
that  many  physicians  do  not  give  hope  to  their 
patients  is  one  reason  that  quacks  survive. 

The  exterior  of  a  dying  patient  is  deceptive  and 
we  will  make  the  wrong  decision  cocasionallv.  For 
best  results,  establish  a  good  contact  with  the  pa- 
tient and  evaluate  him  carefully  before  telling  him. 
If  you  are  in  doubt,  do  not  tell  him,  as  a  tactful 
postponement  of  the  truth  is  less  harmful  to  tiie 
patient  than  taking  from  him  now  all  hope  of  re- 
covery. Giving  a  hopeless  prognosis  can  be  almost 
indefinitely  postponed,  and  as  a  rule,  when  the 
patient  with  hopeless  carcinoma  realizes  he  is  not 
going  to  recover,  he  is  so  weak  and  tired  that  he 
does  not  greatly  care. 

In  many  such  Instances,  telling  your  patient 
is  best.  In  these,  I  recommend  a  plan  that  will 
compliment  the  patient's  courage  and  ability  to  see 
and  accept  the  inevitable  with  reasonable  com- 
posure. A  strong  faith  in  God  helps  most  patients 
through  this  trying  ordeal.  Many  patients  need  to 
make  plans  about  their  estates.  They  will  ask  a 
frank  question  and  expect  a  frank  supply.  Most 
of  these  people  do  better  at   the  very  end   than 


might  be  expected.    A    last    opporlunitv    to    show 
murage   may   be  deeply  satisfactory. 

The  vast  majority  of  terminal  patienLs  and  their 
relatives  prefer  that  the  patient  be  treated  in  the 
home.  Sixty  per  cent  of  all  patients  now  dying 
of  cancer  in  Harris  County,  Texas,  are  never  ad- 
mitted to  a  hospital  during  the  illness.  The  physi- 
cian must  be  prepared  to  guide  the  family  to  agen- 
cies offering  monetary  a.ssistance,  visiting  nursing 
care,  volunteer  help,  drugs,  dressings,  and  personal 
needs  He  should  advise  regarding  entertainment 
and  occupational  therapy.  A  few  tools  for  leather 
work  or  some  tropical  fish,  for  example,  may  bring 
the  invalid  many  hours  of  pleasure,  and  a  few 
instructions  to  the  family  concerning  care  of  the 
bedfast  patient  will  save  many  unnecessary  calls. 

SuKcicAL  Measures 

Numerous  palliative  procedures,  such  as  para- 
centesis, nerve  section  and  tracheotomy,  are  made 
use  of  in  many  cases,  but  there  is  a  field  of  sur- 
gery which  should  be  considered  in  every  patient 
with  advanced  carcinoma  and  that  is  radical  pallia- 
tive removal  of  involved  organs.  Rarely  curative, 
this  procedure  often  relieves  pain  and  makes  possi- 
ble months  of  normal  living.  Gastric  or  partial 
colonic  resection,  even  after  lymphatic  or  hepatic 
metastases,  often  produce  these  results.  Palliative 
amputation  of  limbs  or  breast  frequently  prevents 
pain  and  odorous,  fungating  ulcerations.  Much  of 
the  surgery  at  M.  D.  Anderson  Hospital  is  of  this 
type.  Patients  are  carefully  selected  so  that  the  life 
expectancy  justifies  the  surgical  measures  contem- 
plated. 

Radution  Therapy 

Many  patients  who  are  terminal  have  already 
had  radiation  therapy,  often  the  maximum  dose, 
and  may  be  greatly  harmed  by  further  treatment. 
However,  an  occasional  untreated  patient  with  ad- 
vanced cancer  may  be  thus  relieved  of  pain.  X-ray 
or  radium  therapy  may  produce  striking  results  in 
a  head  and  neck  lesion.  Here  it  must  be  remem- 
bered that  carcinoma  plus  radiation  slough  is  much 
worse  than  carcinoma  alone.  In  carcinoma  of  the 
breast,  expert  x-ray  treatment  may  help  pain,  un- 
sightly ulcerations,  or  bone  metastasis,  but  can  lead 
to  skin  slough  or  lymphatic  obstruction.  Super- 
voltage  therapy  and  special  grid  or  rotation  therapy 
may  help  carcinoma  of  the  lung,  even  temporarily 
relieving  obstruction  of  the  superior  vena  cava. 
Patients  with  advanced  cervical,  uterine,  or  ova- 
rian lesions  may  obtain  great  relief  from  the  same 
type  therapy.  Today  the  lymphomas,  which  are 
usually  generalized  by  the  time  they  are  terminal, 
are  being  treated  more  by  chemotherapy  than  by 
x-ray.  Remember  that  treatment  is  for  comfort 
only,  and,  since  no  cure  is  expected,  the  maximum 
dose  is  not  necessarily  the  best  dose. 

The  high  voltage  x-ray  machines,  betatrons  and 
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radiocobalt  irradiators  hold  special  promise  for  the 
patient  with  advanced  cancer.  Radiophosphorus  is 
useful  in  treating  chronic  leukemias  and  polycythe- 
mia vera.  Radiogold  promises  to  be  extremely  val- 
uable for  injections  into  carcinoma  of  the  prostate 
and  cervix  and  for  treatment  of  malignant  ascites 
or  pleural  effusion.  Radioiodine  has  been  a  dis- 
appointing failure  in  most  cases  of  carcinoma  of 
the  thyroid.  Its  use  should  be  attempted  only  after 
other  measures  have  failed.  Other  radioisotopes 
have  failed  or  have  not  been  sufficiently  studied. 
Steroid  Hormones 
Inoperable  carcinoma  of  the  breast  responds  to 
castration,  either  by  radiation  or  surgery,  followed 
by  androgen  or  estrogen  therapy.  One  hundred  mg. 
of  testosterone  proprionate  intramuscularly,  thrice 
weekiv,  may  produce  improvement  in  a  few  weeks 
to  several  months,  lasting  as  long  as  two  years.  It 
is  used  at  any  age  and  is  especially  useful  in  cases 
of  bone  metastases.  Diethylstilbestrol,  5  mg.  thrice 
daily,  or  ethinyl  estradiol,  0.5  to  1  mg.  thrice  daily, 
mav  be  given,  beginning  five  years  after  the  men- 
opause. The  steroids  may  cause  salt  and  water  re- 
tention: the  androgens  producing  masculinizing 
effect^  and  hypercalcemia;  while  the  estrogens  may 
cause  gastric  upsets  and  uterine  bleeding. 

Ovarian  carcinomatosis  has  responded  well  t(, 
oophorectomy  and  testosterone  injections. 

The  best  results  in  cases  of  advanced  carcinoma 
of  the  prostate  follow  combined  orchiectomy  and 
estrogen  therapy.  Stilbesterol.  estradiol,  and  the 
newh'  developed  TACE  (tri-p-anisylchloroelhyl- 
ene)  are  the  most  useful  estrogens.  TACE  when 
taken  by  mouth  is  initially  stored  in  body  fat  and 
then  liberated  slowly.  It  apparently  does  not  stim- 
ulate the  pituitary  and  adrenals  and  may  be  su- 
perior to  estrogens  now  in  common  use. 

Cortisone  and  ACTH  have  produced  brief  but 
definite  remissions  in  acute  leukemia  and  multiple 
myeloma,  and  prolonged  the  life  of  some  of  these 
patients.  These  agents  are  given  in  maximum  doses. 
Since  there  is  marked  depression  of  most  endocrine 
function  in  advanced  carcinoma,  cortLsone  has  been 
given  for  its  supportive,  analgesic  and  euphoric 
effect.  It  should  be  tried  in  those  cases  in  which 
weakness,  anorexia  and  pain  are  excessive. 

The  decrea.se  of  pain,  increased  appetite,  weight 
gain  and  regression  of  lesions  which  follow  steroid 
therapy  for  carcinoma  of  the  breast  and  prostate 
are  thought  by  some  investigators  to  be  the  result 
of  general  syi^temic  improvement  instead  of  direct 
action  of  the  steroid  on  the  malignant  tissue.  Many 
of  the  patients  will  be  able  to  get  out  of  bed  and 
eat  well,  and  will  require  much  smaller  doses  of 
narcotics.  S<jme  have  a  very  gratifying  euphoria. 
In  carcinoma  (jf  the  breast  and  prostate,  cortisom- 
is  thought  to  have  an  additional  beneficial  effect 
as   the   result    of   .suppressing    the   adrenal    cortex. 


This  reduces  the  output  from  the  adrenal  glands 
of  those  sex  hormones  which  aggravate  the  cancer 
state. 

An  e-xperimental  field  of  therapy  for  advanced 
carcinoma  is  hypophysectomy,  which  in  a  limited 
number  of  patients  has  produced  gratifying  allevia- 
tion of  pain  and  regression  of  tumor  growth.  Pitui- 
tary insufficiency  following  hypophysectomy  is  con- 
trolled fairly  easily  by  end  organ  replacement 
therapy,  especially  cortisone.  Total  adrenalectomy 
also  has  produced  promising  results  in  the  limited 
number  of  patients  which  have  been  subjected  to 
the  operation. 

Chemotherapy 

It  has  been  said  that  finding  a  drug  which  will 
cure  cancer  will  be  as  difficult  as  finding  a  pill 
which  will  cause  dissolution  of  the  left  ear  without 
harming  the  rest  of  the  body.  Nevertheless,  some 
drugs  have  eben  developed  which  have  definite 
palliative  value. 

Nitrogen  mustard  (HN^)  is  a  nucleotoxic  cell 
poison  which  is  most  effective  on  the  rapidly  pro- 
liferative lymphoid  and  blood  forming  tissues.  The 
effects  resemble  in  many  ways  those  following  to- 
tal body  irradiation,  for  which  it  is  a  safer,  cheaper 
and  more  effective  substitute.  It  is  given  slowly 
intravenously  in  saline  solution,  in  a  daily  dose  of 
O.I  to  0.2  mg.  per  kilogram  of  body  weight,  to  a 
total  of  0.4  to  0.5  mg.  per  kilogram.  The  drug  is 
highly  toxic  and  extravasations  cause  severe  local 
reactions.  Nausea  and  vomiting  usually  follow  each 
injection;  pancytopenia,  diarrhea,  and  even  death 
result  from  overdosage. 

Nitrogen  mustard  is  most  useful  for  treating 
generalized  or  visceral  Hodgkin's  disease,  often  re- 
lieving fever,  sweats  and  itching,  and  causing  re- 
duction in  the  size  of  nodules.  Given  in  one  or 
.several  courses,  two  months  to  two  years  of  im- 
provement may  be  achieved.  Nitrogen  mustard  is 
also  useful  for  generalized  lymphosarcoma,  chronic 
myelogenous  leukemia  with  large  liver  and  spleen, 
and  inoperable  carcinoma  of  the  lung  with  respira- 
tory obstruction. 

Tri-ethylene  melamine  (TEM)  is  a  mustard- 
like compound  which  has  the  same  usefulness  as 
nitrogen  mustard.  It  may  be  given  orally  in  doses 
of  2.5  mg.  to  5  mg.  daily,  not  to  exceed  10  or  15 
mg.  in  a  course. 

Urethane  (ethyl  carbamate),  which  acts  by 
blocking  mitoses,  is  helpful  in  some  cases  of  multi 
pie  myeloma  and  chronic  myeloid  leukemia.  Doses 
up  to  6  gm.  per  day  may  be  tolerated  without  nau- 
sea or  vomiting.  A  maintenance  dose  of  2  gm. 
daily  may  be  instituted  when  leucopenia  appears, 
and  continued  until  a  total  of  120  to  250  i;m.  is 
given.  Improvement  usually  begins  within  thret 
weeks  and  may  last  several  weeks. 

The    folic    acid    antagonists    (aminopterin    and 


TERM  IS  AL  CARE  OF  CA.\CER  PATIENT— Kelsey 


JanuaOi  1953 


amethopterin)  produce  temporary  remissions  in 
acute  leukemia.  Repeated  courses  used  in  conjunc- 
tion with  ACTH  or  cortisone  often  prolong  life  in 
these  patients. 

Gener.al  SuppoRTivi-;  .Measures 

Rest  and  relief  of  pain  are  the  most  important 
objectives  of  supportive  care.  Sedation  should  start 
with  the  weaker  drujis  and  progress  to  the  more 
powerful  compounds.  .\t  first,  aspirin  may  produce 
the  analgesic  effect  desired.  Chloral  hydrate,  bro- 
mides, barbiturates,  or  hyoscine  may  serve  a  good 
purpose.  Soon  ^  to  1  grain  of  codeine  must  be 
added.  When  these  measures  fail,  demerol  (50  to 
100  mg.),  dilaudid  (2  to  6  mg.),  methadon  (5  to 
15  mg.),  or  dromaron  (3  to  10  mg.)  will  afford 
fair  comfort  for  a  time.  Finally,  morphine  (10  to 
.?0  mg.)  or  pantopon  (20  mg. )  as  often  as  every 
two  hours  may  be  required.  The  dosage  of  nar- 
cotics can  be  reduced  by  giving  large  doses  of  bar- 
biturates, such  as  .^^4  grains  of  sodium  amytal 
intramu.scularlv  each  four  hours,  and  by  alternat- 
ing the  different  narcotics  so  as  to  delay  tolerance 
to  any  one  type.  To  maintain  or  augment  a  high 
pain  threshold  is  a  psychotherapeutic  objective 
which  all  physicians  should  strive  for.  However, 
even  larger  doses  of  narcotics  may  not  bring  relief, 
and  occasionally  injection  of  nerves  with  long  act- 
ing anaesthetics,  such  as  efocaine.  proves  useful. 
Section  of  nerves,  cordotomy,  and  leucotomy  are 
measures  which  have  been  used  with  gratifying 
results. 

Maintenance  of  appetite  by  vitamins,  cortisone, 
or  psychic  measures  is  attempted.  Liver  or  yeast 
extract  should  always  be  given  to  assure  a  source 
of  natural  B  complex  vitamins.  Constipation  should 
be  avoided  in  order  to  prevent  fecal  impaction. 
Diarrhea  may  be  severe,  requiring  large  doses  of 
opium  and  bismuth.  Surgical  relief  of  intestinal 
obstruction  is  sometimes  necessary,  and  is  justifia- 
ble even  in  the  last  few  days  of  life.  On  the  other 
hand,  obstruction  of  the  upper  gastrointestinal 
tract  is  not  such  an  imperative  indication  for  sur- 
gery. 

Poor  electrolyte  balance  may  lead  to  much  suf- 
fering, and  may  require  careful  replacement  with 
intravenous  fluids  and  transfusions  when  fluid.^ 
cannot  be  taken  freely  by  mouth.  The  decision  to 
give  fluids  must  be  carefully  weighed  because  this 
may  simply  add  to  and  prolong  the  patient's  mis- 
ery. Care  must  be  taken  not  to  give  excessive  so- 
dium or  insufficient  potassium  in  the  intravenous 
feedings.  Complete  replacement  fluids  are  now 
available  which  supply  the  essential  electrolytes. 
Excessive  loss  of  gastric  contents  may  be  made  up 
by  administration  of  ammonium  chloride  solutions; 
losses  produced  by  diarrhea  or  intestinal,  biliarv, 
or  pancreatic  fistulae  may  call  for  supplementar>- 


injections  of  sixth  molar  sodium  lactate  solution. 
When  injections  are  repeated  for  more  than  a  few 
days,  potassium  should  be  included  in  the  intra- 
venous fluids.  Hypoproteinemia  with  resultant  ede- 
ma is  a  common  troublesome  complication  which 
may  be  worthy  of  treatment  by  blood  plasma  or 
tr'ansfusions. 

Concurrent  diseases  including  heart  failure, 
hemorrhoids,  hernia,  arthritis,  and  many  other  ills 
common  in  older  patients  frequently  call  for  vig- 
orous treatment.  Table  l\  illustrates  the  high  in- 
cidence of  the  concurrent  diseases  in  2477  patients 
studied  at  the  M.  D.  Anderson  Hospital.  There  is 
surprisingly  little  difference  in  the  incidence  of 
these  complications  in  the  early  and  the  advanced 
cases.  This  probably  indicates  that  these  complica- 
tions are  for  the  most  part  the  result  of  age  and 
have  little  or  nothing  to  do  with  the  coexisting 
malignant  growth. 

Concurrent  or  complicating  infections  are  fre- 
quent. Urinalysis  should  be  done  occasionally  and 
urinary  infections  should  be  treated  with  modera'e 
doses  of  sulfonamides  or  antibiotics.  Secondary 
pneumonia  usually  responds  best  to  penicillin.  The 
more  expensive  antibiotics  are  better  for  acute  in- 
fections in  which  there  is  hope  for  cure.  Ulcerating 
lesions  may  respond  best  to  paste  of  zinc  peroxide 
and  hydrogen  peroxide:  the  paste  also  helps  to 
prevent   odors. 

Anemia  may  cause  much  discomfort  and  respimd 
poorly  to  hematinics.  Unless  the  patient  is  mori- 
bund, transfusions  give  great  relief.  Hemorrhage 
of  cervical  carcinoma  may  be  stopped  by  iodoform 
packs  or  even  by  ligation  of  the  hypogastric  ar- 
teries. Electrocoagulation  may  stop  bleeding  from 
ulcerating  lesions.  Morphine  should  be  given  to 
allay  the  apprehension  of  bleeding.  Pathologic  frac- 
tures may  produce  much  pain  and  should  he 
splinted  when  possible. 

Good  nursing  care  is  often  the  most  important 
factor  in  making  the  patient  comfortable.  Clean 
linens,  proper  temperature  and  ventilation,  baths, 
massages  and  prevention  of  bed  sores  are  very  im- 
portant to  the  patient.  Frequent  alcohol  rubs,  the 
proper  placing  of  rubber  rings  and  pillows,  the 
application  of  dressings  over  pressure  points,  and 
frequent  change  of  position  are  all  preventive 
measures.  My  favortie  way  of  treating  bed  sores, 
once  they  appear,  is  the  application  of  cod  liver 
oil  ointment. 

Open  ulcerations  should  be  treated  to  prevent 
odor  by  irrigation  of  lesions  with  hydrogen  pe- 
roxide, frequent  change  of  dressings,  and  azochlo- 
ramid  dres.sings.  Dead  tissue  may  be  removed,  un- 
der general  anesthesia  if  necessary,  to  do  awav 
with  offensive  odors.  Chlorophyll  air  fresheners  are 
useful  for  the  same  purpose. 
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Table  J 

M.   D.  Anderson   Cancer  Hospital  Patients 

Stage  of  Disease  on  Admission 

Sept.    1st.    1949,   to   Feb.   29th,   1952 

.\dvanced  and  Moribund  1273 

Early    and   Other    1206 

Total    Patients    2477 

Tnblc  II 

.Advanced  Cancer;   Site — 1044  Patients 

At  M.  D.  Anderson  Hospital 

Breast     Ij5 

Thyroid 41 

Blood  58 

Skin    166 

Musculo-Skeletal  25 

Head,  Neck   165 

Chest    yi 

.Abdomen     117 

Genito-Urinary    252 

(Prolate  25) 
(CervLx  156) 

Primary  not   Discovered   .?6 

Table  III 

Types  of  Treatment  in  1044  .Advanced 

Cancer  Patients 

Biopi^j    only    180 

Surgeni' 394 

Irradiation     44) 

Steroids.   ACTH    93 

Isotopes     49 

Xitrogen  Mustard,  etc 67 

Others 49 

Total   Treatments   1276 

Table  ir 

Cancer  Patients 

Other  Diseases  Present  on  Admission 

By  State  of  Disease 

A  dvanced  Early 

Hypertension    and    Arteriosclerosis 314  334 

Heart   Disease   238  203 

Hemorrhoids     238  255 

Benign   Tumor.  Warts,  etc 410  549 

Hernia    92  119 

ArthritL'     69  78 

Diabetes    23  31 

Gastric  Ulcer  13  33 

Kidney  Disease  39  ^0 

Tuberculosis    41  44 

Gallbladder   Disease 34  44 

Other  Diseases  715  649 

Not    Present   721  536 

Total  Other  Diseases  2947  2905 

In  conclusion,  I  would  like  to  emphasize  that 
ever\  measure  should  be  taken  to  make  the  pa- 
tient with  cancer  in  its  terminal  staKe  as  comfort- 
able and  as  happy  as  is  possible.  The  patient 
should  be  made  to  feel  that  family,  friends  and 
physician  are  deeply  interested  in  his  needs,  and 
have  not  abandoned  him  as  hopeless. 

Thanks  are  expressed  Id  Eleanor  Macdonald 
Epidemiologist  at  M.  D.  Anderson  Hospital,  for 
the  t:ttiles  presented. 


Acute  and  Chronic  Hypoventilation  Syndromes 

\  RECENT  case  of  hyperventilation  accounts  for  Kauf- 
man's^ article  being  abstracted. 

It  appears  that  both  hypo-  and  hyperventWaXion  are 
fairly  commonly  the  cause  of  distressing  symptoms,  and 
these  symptoms  are  in  most  cases  ascribed  to  some  other 
cause. 

Spontaneous  hypoventilation  is  a  common  cause  of 
much  suffering  and  illness.  The  diagnosis  is  made  by  sim- 
ple inspection — and  proper  treatment  promptly  yields  ex- 
cellent  results. 

Often  .spontaneous  /lypwventilation  triggers  off  an  attack 
of  Ay/iprventilation.  The  proper  control  of  breathing,  with 
an  explanation  of  the  cause  of  the  patient's  alarming 
symptoms,  will  relieve  both  types  of  respiratory  dysfunc- 
tion. 

Many  chain  smokers  have  spontaneous  hypoventilation 
when  they  are  not  smoking;  normal  ventilatory  exchange 
when  they  are  smoking.  When  such  patients  are  retrained 
to  breathe  properly  they  can  often  give  up  chain  smoking 
without   discomfort. 

Some  persons  lose  their  tension  and  anxiety  when  they 
understand  the  physiologic  basis  of  their  symptoms.  With 
others,  it  is  necessary  to  show  how  the  syndrome  developed 
as  a  consequence  of  grief,  or  of  having  the  death-wish  and 
having  it  fulfilled  through  natural  causes.  Many  persons 
develop  this  trouble  from  the  fear  of  hearing  criticism  of 
their  work,  from  Hstening  for  warning  sounds  of  impend- 
ing trouble,  as  from  burglars,  or  for  the  baby  to  cry. 

Some  hold  the  breath  or  reduce  breathing  when  the\ 
exert   themselves  physically. 

The  diagnosis  is  made  by  casual  inspection,  since  sug- 
gestion that  respiration  is  being  measured  or  recorded  in- 
strumentally  alters  the  pattern  of  the  patient's  respira. 
tion. 

These  patients  usually  complain  of  fatigue,  tension, 
anxiety,  pressure  in  the  chest;  a  few  seem  mildly  cyanotic, 
a  few  have  bradycardia,  but  most  have  tachycardia. 

In  both  chronic  and  acute  forms,  exhalation  of  about 
500  c.c.  of  air  followed  by  inhalation  of  about  500  c.c.  of 
air.    repeated    16    times   a   minute,   alleviates   the   condition. 

The  long-term  therapy  consists  (a)  in  training  the  indi 
vidual  to  breathe  normally  at  all  times,  and  (b)  in  realiz- 
ing and  correcting  his  emotional  troubles  which  originalh 
initiated  his  hvporventilation  syndrome. 

1.   Wm.   Kaufman,   M.D..   Bridgeport.   Conn.,   in   Clinical  Med.. 


"Damsel  Arise" 

(Etlitorial  in  New  England  Jl.  of  Med.,  Dec.  4th> 
Two  old  and  respected  institutions  have  recently  merg- 
ed their  resources.  The  Florence  Crittenton  Home  and 
Hospital  for  unmarried  mothers  was  one  of  a  chain  of 
such  institutions,  organized  under  that  name  many  years 
ago  by  a  philanthropic  citizen ;  the  links  in  the  chain 
were  each  supported,  in  part,  by  a  group  of  local  "cir- 
cles." Hastings  House,  serving  in  Boston  a  similar  pur- 
pose, was  originally  established  and  long  and  favorably 
known  under  the  name  Talitha  Cumi — "Damsel,  Arise." 
Because  of  the  similar  nature  (jf  their  services  Hastings 
House  and  the  Florence  Crittenton  Home  and  Hospital 
have  combined  their  facilities. 

Recognizing  no  restrictions  on  account  of  "race,  color, 
creed,  or  place  of  residence,"  Crittcnton-Hastings  Hou.se 
stands  ready  to  serve  those  who  can  make  best  u.se  of  th-.' 
unique  services  offered. 


A  CASL  i.s  on  record  of  transient  breast  enlargement  ap 
parently  due  to  the  inhalation  of  dust  from  the  packing  of 
slilbeslrol  tablets  by  the  girl's  mother  as  a  home  industry. 
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Elbow  Injuries 

Robert  P.  Kelly,  M.D. — Tom  S.  Howell,  Jk.,  M.D. — Emory  University,  Georgia 


THE  subject  of  elbow  injuries  may  lead  one  along 
various  paths.  Many  of  these  may  become 
highlv  technical  in  their  ramifications  and  hold 
littie  interest  except  for  the  specialist.  Our  present 
purpose  is  to  review  the  important  features  of 
.several  elbow  injuries  selected  on  the  basis  of  fre- 
quency of  occurrence  and  need  for  prompt  treat- 
ment. 

Supracondylar  fractures  are  common  in  children. 
Usually  the  distal  fragment  is  displaced  posteriorly. 
.Angulation  of  the  brachial  vessels  is  a  very 
likely  addition  to  the  damage  to  les.ser  vessels 
which  always  accompanies  this  injury.  Reduction 
of  the  common  "extension"  variety  requires:  (H 
general  anesthesia,  (2')  gentle,  steady,  mechanical 
traction.  Traction  is  begun  with  the  albow  e.\- 
tended  and  is  maintained  while  the  elbow  is  fle.xed: 
during  the  process  of  flexion,  the  distal  fragment 
is  pushed  forward,  and  the  proximal  fragment  is 
pu.shed  backward.  Eull  flexion  is  ideal  for  main- 
taining reduction,  but  one  must  stop  short  of  this 
level  in  proportion  to  the  amount  of  swelling.  When 
the  swelling  is  marked  and  the  forearm  tense  the 
patient  should  be  placed  in  bed,  and  adhesive  skin 
traction  applied  with  the  elbow  at  an  angle  of  135'. 
The  upper  arm  should  be  held  down  to  the 
mattress  by  means  of  a  wide  sling  pinned  over  it. 
Barring  circulatorv  complications  there  should  be 
a  good  functional  result  provided  the  axis  of  the 
distal  fragment  be  parallel  to  that  of  the  proximal 
fragment,  and  there  be  no  marked  rotary  displace- 
ment. Lateral  or  medial  displacement  gives  a  poor 
cosmetic  result  which  will  adjust  to  a  considerable 
degree  with  time.  -Such  displacement  does  not. 
however,  preclude  a  good  functional  result  provid- 
ed again  the  axis  of  each  fragment  is  parallel  to 
that  of  the  other.  Posterior  displacement  makes 
for  limited  flexion,  and  though  with  growth  this 
motion  is  restored  to  a  considerable  degree,  some 
residual  loss  is  likely.  This  will  be  in  direct  pro- 
portion to  the  severity  of  the  displacement  and 
to  the  skeletal  maturity  of  the  patient  at  the  time 
of  the  injury.  There  are  occasionally  instances 
wherein  open  reduction  and  fixation   is   in  order. 

^Fractures  of  the  capitellum  in  children  are  less 
common  than  supracondylar  fractures.  They  must 
be  treated  with  precision  to  avoid  crippling  of  the 
joint.  Positioning  the  injured  arm  adequately  to 
secure  true  A-P  and  lateral  views  may  be  difficult. 
Unless   this  difficulty  be  overcome  the  diagnosis 

From  the  Bepartment  of  Surgery,  Section  on  Orthopedic  Sur 
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may  easily  be  missed.  Fifty  per  cent  or  more  of 
attempted  closed  reductions  are  unsuccessful  or 
give  unsatisfactory  results.  Open  reduction  should' 
be  the  rule  and  is  a  simple  procedure.  Following 
reduction  of  the  fragment  into  anatomical  posi- 
tion, internal  fixation  by  three  periosteal  sutures, 
will  suffice.  This  is  supplemented  bv  plaster  for 
three  weeks.  Results  are  usually  excellent,  and  aro 
a  far  cry  from  the  triad  of  painful,  unstable  elbow; 
cubitus  valgus,  and  late  ulnar-nerve  neuritis,  which 
often  accompany  poor  reduction  of  capitellar  frac- 
tures. 

The  corresponding  lesion  for  the  oposite  condyle 
is  a  rare  occurrence,  certainly  as  an  isolated  affair. 
Of  common  occurrence,  however,  is  a  fracture 
which  begins  just  above  the  epiphysis  of  the  lateral 
condyle  and  extends  down  into  the  trochlear  epi- 
physis. Prior  to  the  ossification  of  the  troch- 
lear epiphysis,  this  aspect  of  the  injury  is  marked 
by  comminution  of  the  metaphv.seal  bone  adjoining 
the  trochlear  epiphvsis.  While  widely  regarded  as 
a  supracondylar  fracture  and  commonly  classified 
with  supracondylar  fracture  in  the  literature,  this 
injury  is  more  of  a  condylar  than  a  supracondylar 
fracture.  The  displacement  in  this  injury  is  medial 
and  posterior  rather  than  lateral  and  posterior.  It 
is  said  that  varus  deformity;  i.e.,  loss  or  reversal 
iif  the  carrying  angle,  is  the  commonest  complica- 
tion of  supracondylar  fractures.  The  injury  under 
discussion,  really  transcondylar  fracture  with  me- 
dial displacement  and  severe  damage  of  the  epi- 
physis of  the  medial  condyle,  is  probably  respon- 
sible for  most,  if  not  all,  of  these  varus  deformi- 
ties. How  one  should  deal  with  this  injury  is  a 
matter  of  uncertainty.  There  would  appear  to  be  a 
proneness  for  redisplacement  of  the  comminuted 
trochlear  fragment.  This  makes  for  immediate  re- 
currence of  the  varus  element  of  the  original  dis- 
placement. The  resulting  deranged  relationship  of 
the  fragments  probably  tends  to  rob  the  trochlear 
epiphysis  of  its  opportunity  to  regain  normal 
sirowth  characteristics.  Continuous  skeletal  traction 
for  threejweeks  by  means  of  a  Kirshner  wiFe  or  a 
^IcCarrol  threaded  wire  in  the  olecranon  will ^Ive/ 
the  best  reduction  of  any  known  means. 

Elbow  dislocations  in  children  and  adolescents 
may  be  associated  with  fracture  of  the  medial  epi- 
condyle,  which  lesion  mav  also  occur  independent- 
ly. Except  for  the  fairly  frequent  accompaniment  of 
the  epicondylar  lesion  in  the  early  age  group,  the 
clinical  characteristics  of  elbow  dislocations  before 
and  after  skeletal  maturity  are  the  same.  Prompt 
and  gentle  reduction  is  indicated.  This  requires  re- 
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laxation,  whether  gained  by  general  anesthesia  or 
by  other  means.  Once  relaxation  is  gained  all  that 
is  usually  required  for  reduction  is  gentle  traction, 
ililch  has  described  a  prone  relaxation  reduction 
of  shoulder  dislocations  without  anesthesia  and 
without  pain  to  the  patient.  A  technique  practi- 
cally identical  to  this  has  been  used  recently  in 
elbow  dislocations,  one  in  a  child  and  one  in  an 
elderly  woman,  and  in  both  instances  found  to  be 
effective.  Following  reduction  of  the  dislocation, 
the  joint  is  immobilized  for  a  week  or  ten  days. 

^A  sling  is  adequate  for  this  purpose.  Flexion  be- 
yond 90°  is  unnecesary,  and  particularly  hazard- 
ous where  appreciable  swelling  is  present. 

>  When  fracture  of  the  medial  epicondyle  accom- 
panies dislocations  of  the  elbow,  the  epicondyle 
mav  become  lodged  in  the  joint  space.  It  is  dif- 
ficult to  get  a  true  A-P  picture  because  the 
fragment  within  the  joint  prevents  extension. 
According  to  Patrick,  if  the  fragment  can  be  seen 
in  the  joint  space  in  the  lateral  view,  one  may 
assume  that  it  is  truly  trapped  therein.  Firm 
proof  of  this  requires  an  A-P  film  which  can  be 
obtained  in  most  instances  only  under  general 
anesthesia.  Reduction  of  this  somewhat  complex 
dislocation  requires  abduction  of  the  forearm  on 
the  humerus.  When  this  is  done  the  muscles  arising 
from  the  epicondyle  often  contract  and  pull  the 
bony  fragment  out  of  the  joint  space.  If  the  pro- 
cedure is  performed  under  light  anesthesia,  one  is 
more  likely  to  obtain  an  effective  muscle  contrac- 
tion for  accomplishing  the  purpose.  Patjick.,^tes 
success  in  reducing  the  epicondyle  by  stimulation 
of  the  forearm  fle.xors  with  a  faradic  current  while 
the  patient  is  under  general  anesthesia,  and  the 
forearm  is  abducted  at  the  elbow.  When  the  epi- 
condyle has  remained  unreduced  for  several  weeks, 
a  stiff  elbow  is  likely  to  follow  efforts  at  operative 
reduction.  If,  on  the  other  hand,  the  displacement 
is  allowed  to  persist,  satisfactory  function  may 
result.  In  the  earlv  cases,  when  other  means  fail 
to  remove  the  epicondyle  from  the  joint,  open  re- 
duction is  in  order.  When  open  reduction  is  nec- 
essary, it  is  feasible  to  fix  the  epicondyle  to  the 
lower  end  of  the  humerus  with  simple  sutures  or 
with  some  rigid  material.  Simple  displacement  of 
the  epicondyle  distalward,  but  not  into  the  joint 
space,  need  not  be  treated  by  open  reduction. 

— Ulnar  palsy  does  complicate  about  40  per  cent 

of  the  cases  in  which  the  medial  epicondyle  is  dis- 
placed into  the  joint.  Here,  too,  the  prognosis  is 
Kood  merely  from  reduction  of  the  intraarticular 
displacement.  PTo  summarize,  reduction  is  carried 
out   under  liKnT'anesthesia  and   may  be  obtained 

\'  merely  by  abducting  the  forearm  on  the  humerus 
and  giving  the  flexor  muscles  an  opportunity  ti> 
pull  the  epicondyle  from  the  joint  space.  If  this 
be  unsuccessful,   faradic  stimulation  of  the  flexor 


group  in  conjunction  with  general  anesthesia  and__ 
the  abduction  maneuver,  may  achieve  success. 
These  measures  failing,  open  reduction  should  be 
carried  out.  At  such  time  fixation  of  the  epicon- 
dyle is  appropriate.  Operation  merely  for  reap- 
proximation  of  the  epicondyle  to  the  distal  hu- 
merus is  unnecessary. 

With  each  of  the  foregoing  injuries,  though  less 
commonly  in  the  case  of  fractures  of  the  capitel- 
lum,  the  flex-clawed  hand  of  Volkmann's  contrac- 
ture is  prone  to  develop  a  still  too-familiar  sight. 
Discussion  as  to  the  cause  of  Volkmann's  contrac- 
ture revolves  for  the  most  part  around  the  ques- 
tion of  arterial  insufficiency  versus  venous  insuffi- 
ciency. The  typical  Volkmann's  contracture  in- 
volves by  fibrosis  the  flexor  compartment  of  the 
forearm.  This  fibrosis  arises  from  insufficient  cir- 
culation in  the  muscle  capillary  bed.  The  cause 
then  is  anything  which  interferes  with  the  blood 
flow  through  the  capillary  bed  of  the  muscle.  This 
can  be  too  much  pressure  in  the  tissues  or  too 
little  pressure  in  the  blood  vessels.  These  two  con- 
ditions can  be  brought  about  in  many  ways.  The 
more  readily  controllable  factor  is  tissue  pressure. 
As  tissue  pressure  increases  progressively  in  the 
forearm,  Volkmann's  contracture  threatens.  When 
this  happens  the  extremity  should  be  taken  out  of 
flexion  and  put  up  in  Dunlop  traction.  If 
improvement  with  lessening  of  tissue  pressure  in 
the  forearm  does  not  supervene  within  a  few  hours, 
particularly  if  the  fingers  cannot  readily  be  pas- 
sively extended,  even  with  the  wrist  flexed,  the 
deep  fascia  of  the  forearm  should  be  opened  and 
the  brachial  vessels  explored.  Any  thrombotic  seg- 
ments of  the  arteries  should  be  ligated  and  ex- 
cised. In  many  instances  these  procedures  will  re- 
sult in  marked  improvement  and  will  prevent  the 
development  of  a  threatened  Volkmann's  contrac-^ 
ture.  There  is  a  recent  rep>ort  of  three  ca.ses  in 
which  there  was  complete  rupture  of  the  brachial 
artery  with  survival  of  a  good  functioning  fore- 
arm. Such  a  case  has  presented  on  our  service  at 
Lawson  Veterans'  Hospital.  The  morning  after  a 
section  of  the  thrombotic  arterial  segment  had  bene 
carried  out,  the  circulation  in  the  two  hands  was 
approximately  equal. 

The  olecranon  epiphysis  appears  at  age  eleven 
in  children  and  must  not  be  confused  with  olecra- 
non fracture.  Near  the  time  that  the  epiphyseal 
line  closes,  such  confusion  becomes  increasingly 
likely.  As  with  all  injuries  around  the  elbow  in 
children,  films  of  the  other  elbow  for  comparison 
can  settle  many  questions  arising  from  confusion 
of  ossification  centers  with  damage  due  to  trauma. 
Wherf  these  fractures  are  accompanied  by  separa- 
tion of  fragments,  open  reduction  is  usually  desir- 
able. In  most  olecranon  fractures  wiring  consti- 
lules  adequate  fixation  .  In  unusual  varieties  screw 
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fixation  or  a  coinbinaiioii  ol  inlramedullary  fixa- 
tion and  wire  fixation  are  needed.  Where  the 
proximal  fragment  is  small  or  comminuted,  ex- 
cisioii  of  this  [raiment  and  reapproximation  of 
the  triceps  tendon  to  the  distal  fra!<ment  will  usu- 
ally give  a  stable  joint.  Prognosis  for  most  ole- 
cranon fractures  adequately  treated  is  good. 

Fractures  of  the  radial  head  in  children  are 
fractures  of  the  radial  neck.  The  head  substance 
is  seldom,  if  ever,  involved.  These  fractures  in 
children  should  always  be  treated  by  preserving 
the  head  fragment.  In  adults  the  fracture  involves 
the  radial  head  itself.  In  case  there  is  signifi- 
cant displacement  of  a  fragment,  the  entire  radial 
head  should  be  excised.  Doubt  in  such  case  sshould 
be  re.solved  in  favor  of  excision. 

In  all  fractures  of  the  elbow  joint,  the  following 
principles  must  be  kept  in  mind.  When  bone  heal- 
ing is  complete,  purposeful  use,  light  at  first,  is 
the  key  to  restoration  of  function.  Carrying 
weights  of  any  description,  and  most  of  all  passive 
motion,  is  to  be  condemned  without  reservation. 
Patience  is  the  order  of  the  day. 

Summary:  1.  The  extension  type  of  supracon- 
dylar fracture  in  children  should  be  reduced 
promptly  under  general  anesthesia.  Open  reduction 
is  seldom  necessary,  and  no  significant  disability 
is  anticipated  from  this  injury.  2.  Fracture  of  the 
capitellum  in  children  is  best  treated  by  open  re- 
duction and  a  perfect  result  may  be  expected.  ?>. 
Transcondylar  fractures  involving  the  trochlear 
epiphysis  prior  to  its  closure  are  likely  to  lead  i:) 
varus  deformity  of  the  elbow.  Treatment  by  con- 
tinuous skeletal  traction  through  the  olecranon  is 
recommendetl,  ^  Prompt  reduction  of  a  fractured 
medial  epicondvle  caught  in  the  elbow  joint  space 
is  mandatory.  Operative  treaitment  may  sometimes 
be  required  for  adequate  reduction.  On  the  other 
hand,  uncomplicated  displaced  fracture  of  the  me- 
dial epicondyle  need  not  be  operated  upon  even 
though  complete  reduction  cannot  be  obtained  b\- 
closed  methods.  5.  Prevention  of  Volkmann's  con 
fracture  requires  (a)  close  observation,  (b)  skin 
traction  with  the  joint  at  135"  if  the  condition 
threatens,  (c)  fasciotomy  and  exploration  of  the 
brachial  vessels  if  the  trend  continues  unfavor- 
able. 6.  The  treatment  of  fractures  about  the  radial 
head  before  .skeletal  maturity  is  in  marked  contrast 
to  the  treatment  of  the  fracture  occurring  after 
skeletal  maturity.  Bcjore  skeletal  maturity  preser- 
vation of  the  radial  head  and  go(jd  reduction  of 
the  fracture  are  mandatory.  Open  reduction  ma\- 
be  required,  and  in  such  instances  the  head  is  re- 
placed in  anatomical  position  even  when  found 
devoid  of  blood  supply.  After  skeletal  maturity, 
fractures  in  this  area  usually  involve^  the  head, 
veldom  the  neck,  of  the  radius.  If  there  is  signifi- 


cant displacement  of  a  fractured  radial  head,  ex- 
cision of  the  entire  head  is  in  order. 
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.\  .\hw   EKit(  Tivt  Synthetic  Estrogfjj:    Vallestril 

.\  Bosro.v  TEACHER  has  investigated  a  new,  synthetic  es- 
trogen and  found  it  good. 

\allestril*  is  an  effective  synthetic  estrogen  that  is  singu- 
larly free  from  to.vic  effects  and  complications,  especially 
uterine  bleeding.  It  was  admini.slered  orally  to  28  women 
with  severe  menopausal  .symptoms.  1  young  woman  with 
acne  vulgaris,  3  women  with  post-menopau.sal  osteoporosis 
and  one  elderly  man  with  prostatic  cancer  with  osseous 
nietasta.se.'). 

Twelve  of  the  menopausal  women  had  an  excellent  re 
suit,  eight  showed  a  good  response,  five  had  fair  improve- 
ment, and  three  had  no   relief. 

The  drug  was  effective  in  all  cases  of  post-menopausal 
osteoporosis  and  did  not  produce  uterine  bleeding. 

It  was  effective  in  the  male  patient  with  prostatic  car- 
cinoma without  the  development  of  gynecomastia,  which 
had   been   troublesome  while  he  was  taking  stilbestrol. 

Most  of  the  patients  responded  to  daily  do.scs  of  4.5  or 
6.0  mg.  within  3  or  4  days  of  the  initiation  of  therapy. 

One  patient  became  nauseated  while  taking  7.5  mg.  daily. 
No  other  evidence  of  toxicity  or  withdrawal  bleeding  was 
encountered. 

The  compound  produced  vaginal  cornification.  but  no 
consistent  correlations  were  observed  between  dosage  and 
degree  of  cornilication  or  clinical  improvement  and  corni- 
lication  of  the   vaginal  epithelium. 

*Vallestril  in  capsules  and  similar-appearing  placebos,  were 
kin.llv  supplied  liv  Dr.  Irwin  C.  Winter,  of  G.  D.  Searle  &  Co. 

I.  Sr.  I.  Sturnick.  M.D..  et  al.,  Boston,  in  jVi-!ci  Eng.  Jl.  of 
.Mel..  Xov.  27th. 


TUBEKCL'LOSIS    RaTKS 

iBulletin  Metropolitan  Life  Insurance  Co.,  Nov.) 
Last  year,  for  the  first  time,  the  tuberculosis  death  rale 
in  our  country  fell  below  20  per  100.000.  The  current 
death  rate  from  tuberculosis  in  the  United  States  repre- 
.-ents  a  drop  of  nearly  90%  in  the  past  40  years;  particu- 
larly encouraging  is  the  recent  acceleration  in  the  decline. 
Thii  year,  in  a  population  more  than  one-fourth  larger, 
the  death  toll  will  probabh  be  only  about  one-third  the 
1933  figure. 

In  1949  the  death  rate  from  the  disease  in  the  United 
States  was  86.7  per  100.000  among  colored  males  and  S8.S 
among  colored  females,  compared  with  28.6  and  13.2  for 
white  males  and  females,  respectively. 

No  e.Nplanation  is  offered  for  the  fact  that  Kentucky 
ranks  right  after  Arizona  and  New  Me.^ico  for  high  death 
rates  from  tuberculosis,  having  a  far  higher  rate  than  Mis- 
.sis.sippi  and  South  Carolina,  despite  the  far  higher  ratio 
of  Negroes  in  these  2  states. 
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SOUTHERN  MEDICINE  &  SURGERY 


DEPARTMENTS 


UROLOGY 


Roy  p.  Finney,  M.D.,  Editor,  Spartanburg,  S.  C. 


Introductory 
"Everj-   M.D.   should   know   as   much   urology 
as  possible,  for  the  simple  reason  that  much  of 
it  can  be  done  and  done  well  by  the  alert  gen- 
eral  practitioner.   Facts   of   geography    and   eco- 
nomics demand  that  it  be  done  in  your  office." 
— Sugg,  AR.  J.  Oklahoma,  MA. 
September,  1952. 

In  this  confused,  fast-moving  world  the  prac- 
tice of  medicine  has  become  increasingly  more 
difficult.  The  family  physician,  contemplating  the 
vastness  of  medical  literature  and  recognizing  the 
limitations  of  the  human  brain,  may  well  incline  to 
despair  of  keeping  abreast  of  the  times. 

New  drugs,  new  methods,  new  instruments,  new 
technics  in  seemingly  endless  parade  pass  by  with 
a  profusion  that  is  disconcerting.  There  looms  be- 
fore him  the  vast  unexplored  wilderness  of  atomic 
energy.  Will  it  prove  to  be  as  great  a  savior  of  life 
as  it  is  a  destroyer  of  it? 

]\Iany  a  college  man  who  wants  to  be  a  general 
practitioner  is  frightened  away  by  the  complexity 
as  well  as  the  size  of  the  problem  of  medical  edu- 
cation. Overworked  faculties  have  not  as  yet  got 
around  to  a  satisfactory  answer  to  that  all-impor- 
tant question.  How  can  we  make  good  doctors  in  a 
reasonably  short  time? 

True  much  has  been  done  to  eliminate  useless 
study  from  the  curriculum.  I  still  recall  the  most 
arduous  chore  I  ever  had  to  do — learn  the  formu- 
lae of  20-odd  amino  acids.  In  30  years  of  practice 
I  have  never  found  where  I  could  put  that  knowl- 
edge to  use.  There  is  urgent  need  for  a  medical 
curriculum  that  contains  only  those  things  a  fam- 
ily doctor  ought  to  know,  important  practical  pro- 
cedures which  he  will  find  of  use.  As  things  are 
now  it  costs  too  much,  takes  too  long  to  get  a 
medical  education,  one  that  equips  a  man  with 
enough  knowledge  and  skill  to  properly  handle  98 
per  cent  of  his  cases. 

We  are  getting  too  manv  specialists,  too  few 
family  doctors.  The  public  is  beginning  to  resent 
the  fact  that  often  it  is  almost  impossible  to  get 
a  doctor  to  make  a  house  call,  and  when  he  does 
off  you  go  to  the  hospital. 

In  this  department  it  .shall  be  mv  purpose  to 
talk  about  urological  problems  and  procedures  that 
any  family  doctor  can  conclude  in  his  office  or 
even  at  the  home. 

I  found  myself  .so  inadequate  to  handle  the  ur<j|- 


ogical  problems  of  my  first  two  years  of  general 
practice  that  I  hied  myself  to  the  Post  Graduate 
Hospital  in  New  York  for  a  refresher  course.  I 
found  the  thing  so  interesting  that  years  later  I 
decided  to  make  it  my  specialty. 

For  urology  is  intensely  interesting  as  a  spe- 
cialty. Our  late  great  pioneer  of  urology  in  the 
South,  Dr.  A.  J.  Crowell,  once  said  to  me,  "It  is 
the  most  exact  of  all  the  specialties  and  the  most 
interesting." 

He  went  on  to  say  that  almost  every  day  some 
patient  came  in  bleeding  and  in  agony  because  of 
injuries  inflicted  by  metal  sounds  in  willing  but 
unskilled  hands.  I  can  see  him  now  as  he  shook 
that  magnificent  gray  head  and  said  to  me,  "Doc- 
tor, in  these  cases  the  object  is  to  find  the  hole, 
not  to  make  one." 


GENERAL  PRACTICE 

James  L    Hamner,  M.D.,  Editor,  Mannboro,  Va. 


Intestinal  Worms 

All  of  us  have  to  deal  with  worminess.  Most 
of  us  overlook  some  cases.  All  of  us  need  to  know 
how  best  to  diagnose  and  treat.  A  British  author- 
ity"^ posts  us  to  date. 

Taenia  saginata  infestation  occurs  wherever  beef 
is  eaten.  The  adult  measures  3-4  meters  (10-13 
ft.) ;  it  attaches  itself  to  the  mucosa  of  the  upper 
part  of  the  small  intestine  by  suckers,  and  has 
1,000  or  so  segments,  the  most  distal  1.4  cm.  x  2 
cm.  long,  and  equipped  with  male  and  female 
genital  organs. 

Segments  passed  in  the  faeces  are  placed  be- 
tween two  microscope  slides,  held  to  the  light,  and 
examining  with  a  hand  lens.  The  lateral  uterine 
branches  appear  milky  white  and  may  readily  be 
counted;  if  more  than  12  T.  saginata,  less  T. 
solium. 

Symptoms  are  usually  few,  a  ravenous  appetite 
is  very  uncommon. 

T.  saginata  is  the  most  difficult  large  tapeworm 
to  expel  entire,  and  unless  the  head  is  removed 
the  parasite  will  grow  again  in  2  to  4  months.  For 
3  days  bland  fluids,  the  only  solid  a  finger  of  toast 
thricv<»  daily;  mag.  sulphate  yi  oz.,  each  a.  m.. 
during  this  period  of  starvation,  patient  in  bed. 

Extractum  filicis  (male  fern)  liquidum  is  the 
most  efficient  anthelmintic  in  this  infection,  total 
adult  dose  90-120  min.  divided  in  3  equal  parts 
and  given  in  gelatin  capsules  half-hourly,  the 
morning  after  completion  of  the  starvation  period. 
.\s  these  may  be  carried  past  the  head  of  the  worm 
before  their  contents  are  liberated,  prick  the  ends 
of  the  capsules,  or  give  the  drug  in  a  draught — 
svr.   zingib,    l'/;   dr.;    aq.   menth.   pip   to    I^   oz. 

'l.   A.    W.   WoKMlniff.   M.    ()..  in   Hrilish  Meil,  It.,  Nov.   1st. 
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A  still  better  method  is  tu  bring  the  anthelinintic 
directly  in  contact  with  the  worm  by  duodenal 
intubation.  Patient  on  right  side,  in  j/  to  2  h. 
the  end  of  the  tube  is  usually  carried  through  the 
pylorus.  Two  hours  after  the  e.xtract  has  been 
given,  1/2  oz.  mag.  sulph,  expels  worm  and  anthel- 
mintic, little  of  which  is  absorbed. 

In  most  cases  the  worm  is  passed  between  2 
and  12  h.  after  administration  of  the  anthelmintic, 
and  the  head  may  be  found  at  this  time  or  during 
the  next  2  days.  If  head  is  not  recovered  do  not 
repeat  under  3  months.  It  is  safe  to  give  tetrachlo 
roethylene  after  allowing  food  for  two  days.  Pa- 
tient is  put  on  low-fat  diet  and  alcohol  is  with- 
held. Two  days  after  the  filix  mas,  60  min. 
tetrachloroethylene  is  given  in  the  a.  m.  on  an 
empty  stomach — as  an  emulsion*  or  by  a  duodenal 
tube  results  in  a  higher  %  of  cures  than  by  giv- 
ing capsules.  The  saline  purge  is  given  2  h.  after 
the  dose  of  anthelmintic.  All  stools  are  saved  for 
48  hours  or  until  the  head  is  found. 

Infections  with  T.  solium  are  rare  in  this  coun- 
try. Great  care  should  be  taken  regarding  disposal 
of  faeces,  as  the  ova,  unlike  those  of  T.  saginata. 
are  infective  to  man.  T.  .solium,  as  well  as  the  fish 
tapeworm  DibothriocephaUis  latus.  may  be  expell- 
ed by  the  treatment  alreadv  outlined.  A  curious, 
though  uncommon,  complication  of  infection  with 
D.  latus  is  severe  megaloblastic  anaemia. 

A.scaris  lumbricoides  infestation  is  acquired  bv 
swallowing  mature  ova.  In  the  intestine  the  ova 
hatch  larvae,  and  these,  after  burrowing  into  the 
irntestinal  mucosa  .enter  .small  blood  vessels  and 
are  carried  lo  the  lungs,  where  they  burrow  till 
they  reach  a  bronchus,  travel  up  the  bronchus  and 
trachea,  over  the  epiglottis,  and  are  then  carried 
down  the  oesophagus  to  the  intestine,  where  they 
mature  into  adult  worms.  Diagnosed  by  eggs  in 
faeces  or  worm  passed  in  the  faeces  or  vomited. 

Safest  and  most  effective  drug  is  hexylresorcinol 
in  capsules — adult  dose  15  gr.;  children  2  to  4 
years  6  to  10  gr.,  5  to  12  years  12  gr, — is  given 
in  a.  m..  the  patient  having  had  nothing  to  eat 
since  6  p.  m.  previous  day,  followed  in  two  hours 
by  saline  purgative. 

Hookworms  may  live  six  years,  females  produce 
up  to  20,000  eggs  a  day.  Diagnose  by  eggs  in  stool. 
Treatment,  hexylresorcinol  or  tetrachloroethylene. 
used  as  for  ascariasis;  later  ferrous  iron  and  a  diet 
rich  in  protein. 

The  male  threadworm  dies  after  fertilizing  the 
female,  which  migrates  to  the  peri-anal  region 
nightly  and  there  deposits  large  number  of  eggs. 
These  adhere  to  the  skin  in  glutinous  masses  and 
are  infective  .36  hours  after  deposition.  Diagnosis 
by  finding  forms  in  the  faeces,  and  this  is  facili- 

'R — ^Tetrachloroethylene,  1  dr.:  promulsin  mucilage,  4 
dr.;  spirit,  menth.  pip..  I.'!  min.:  aq.  chloroformi  to  2  oz. 


lated  by  giving  a  mild  purgative.  Ova  in  material 
taken  from  perianal  skin  by  a  sharp  spoon  or  on 
cellophane  swab  fixed  to  a  glass  rod  with  a  rubber 
band.  For  use  it  is  moistened,  rubbed  on  the  peri- 
:inal  skin,  and  then  transferred  to  the  laboratory 
in  a  test  tube.  The  cellophane  is  spread  out  on  .1 
slide  and  examined  directly  for  ova  under  the 
microscope. 

Xo  remedies  so  effective  as  simple  hygienic  meas- 
ures. The  worms  live  for  only  three  to  six  weeks, 
and  if  no  ova  are  swallowed  the  infection  will  die 
out  within  this  period.  Scrub  hands  and  nails  (kept 
short)  before  every  meal  and  after  defaecation. 
Smear  peri-anal  area  nightly  with  ung.  hvdr.  am. 
Close-fitting  pants  worn  at  night  will  confine  any 
eggs  laid,  pants  to  be  boiled  a.  m.  after  use. 
and  before  beginning  treatment  bed  clothes  should 
be  changed.  Small  nightly  enemata  of  2-4  oz.  of 
normal  saline  will  rid  the  rectum  and  anal  canal 
of  worms  likely  to  migrate  during  the  night  and 
will  therefore  prevent  pruritus  and  contamination 
of  fingers  by  ova. 

Trichiniasis  in  man  from  eating  uncooked  pork: 
its  larvae  encyst  in  the  host  harbouring  the  adult. 
Gastio-intestinal  irritation  and  diarrhea  usually 
result  from  the  presence  of  the  worms  in  the  in- 
testine, and  fever,  muscular  pains,  urticaria,  and 
(jedema  from  the  disseminated  larvae.  Only  symp- 
tomatic treatment  is  of  any  value.  Human  infec- 
tion* can  be  prevented  by  thoroughly  cooking  pork, 
those  in  pigs  bv  destroying  rats  and  by  keeping 
pigs  in  rat-proof  enclosures. 

E.xpulsion  of  worms  is  not  usually  a  matter  of 
urgency  and,  as  all  anthelmintics  are  toxic,  post- 
pone treatment  of  pregnant  women  till  after  par- 
turition and  of  those  ill  from  diseases.  Children 
often  are  unable  to  tolerate  adult  doses  of  drugs. 


PEDIATRICS 

Gavle  G.  .Arnold,  M.D.,  Editor,  Richmond,  Va. 

Antibiotics  in  Pediatrics 
.\  fkdiatrici.an'  posts  us  to  date  on  choice  of 
remedies    in    many    common    conditions,    and    he 
writes  definitelv. 

Meningitis  in  the  premature  infant  and  the  new- 
born is  caused  mostly  by  Bacillus  coli,  therefore, 
at  least  until  the  bacteriologist  reports  on  the  cul- 
ture, one  of  the  ATC  drugs  ( .\ureomycin,  Terra- 
mycin.  or  Chloromycetin )  would  be  the  drug  of 
choice.  Meningitis  between  1  and  3  years  of  age  is 
most  likely  due  to  the  influenza  bacillus.  Chloro- 
mycetin the  drug  of  choice.  Over  3  years  of  age. 
meningitis  is  most  often  caused  by  the  meningo- 
coccus, in  which  case  a  sulfonamide,  with  or  with- 
out penicillin,  serves  best, 

1.   B.   M.   Kagan,  Chicago,  in  .'/.  Meil.  Soc.  N.  J.,   Dec. 
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Septicemia  in  an  infant  with  jaundice  most  like- 
l}-  B.  coli  or  a  staphylococcus.  Aureomycin  or  Ter- 
ramycin:  in  sepsis  without  jaundice  in  infancy,  the 
streptococcus  or  the  pneumococcus  would  be  the 
most  likely  invader,  and  penicillin  the  choice. 

Osteomyelitis  in  infancy  is  most  often  caused  by 
streptococci,  penicillin  the  preferred  drug;  later  in 
childhood  the  staphylococcus  is  the  most  common 
cause,  Terramycin  or  Aureomycin  the  choice. 

The  new  amphoteric  forms  of  Chloromycetin  and 
Terramycin  have  made  them  much  easier  to  ad- 
minister to  children.  Reactions  to  these  drugs  art' 
less  common  in  children  than  in  adults.  Fever  due 
to  antibiotics  is  infrequent,  but  may  be  very  con- 
fusing. 

During  prolonged  administration  of  some  of  the 
antibiotics,  the  occurrence  of  fungus  infections  in 
children  has  become  a  real  problem;  even  mycotic 
endocarditis  has  been  observed. 

In  our  department  the  ATC  drugs  have  a  range 
which  is  very  similar  one  to  the  other.  Choice  is 
based  upon  acceptability  by  the  patient,  freedom 
from  reaction  and  individual  sensitivity;  24  or  48 
hours  later  choice  may  be  changed  by  in  vitro  tests 
in  the  laboratory.  When  one  sees  the  patient  for 
the  first  time  and  makes  the  clinical  diagnosis, 
there  is  usually  little  basis  for  choice  among  the 
three  drugs.  The  in  vitro  tests  are  not  always  re- 
liable guides  to  the  most  effective  drug,  and  ther- 
apeutic trial  becomes  the  final  test. 

In  typhoid  fever,  Chloromycetin;  in  staphylo- 
coccal infections,  Aureomycin  or  Terramycin;  in 
meningococcus  infections,  a  sulfonamide  and  peni- 
lin;  in  beta-hemolytic  streptoccal  infections,  peni- 
cillin; in  streptococcus  viridans  infections,  penicil- 
lin and  Streptomycin;  in  tuberculosis,  Streptomy- 
cin and  PAS  or  other  adjuvant;  or  the  new  drug, 
isonicotinic  acid  and  similar  compounds,  appear  to 
offer  much  hope. 

For  proteus  and  fungus  infections  we  still  have 
no  really  effective  therapy.  For  pseudomonas  in- 
fections Polymyxin  B  appears  to  be  a  powerful 
agent.  During  the  past  two  years  we  have  come  to 
appreciate  the  importance  of  pseudomonas  in  gas- 
trointestinal infections. 

Polymy.xin  B  has  been  apparently  life-saving 
for  four  patients  with  influenzal  meningitis;  in  this 
condition,  at  least  three  other  antibiotics  are  gen- 
erally effective;  and  the  frequency  of  toxicity  with 
them  is  lower  than  with  Polymyxin.  We  have 
therefore  used  Polymyxin  in  influenzal  meningitis 
only  when  the  others  have  failed. 

A  few  children  developed  urticaria  or  .some  flush- 
'ng  of  the  face.  These  were  alleviated  cnnsiderabh- 
by  antihistaminic  drugs. 


That  alcohol  enhances  the  probability  of  nitrosrlycerinc 
pni.'Jnnine  is  a   fart  tha  th  not  generally  known. 


THERAPEUTICS 

J.  F.  Na.sh,  M.D.,  Editor,  St.  Pauls,  N.  C. 

The  Management  of  Acute  Ankle  Fractures 

In  these  days  of  belief  that  x-rays  have  mirac- 
ulous powers  of  diagnosis  and  cure,  and  of  the 
teaching  that  little  should  be  attempted  before 
having  an  x-ray  examination  made,  the  GP  as- 
sumes some  legal  risk  in  treating  any  injury  which 
may  possibly  include  a  fracture,  without  first  hav- 
ing an  x-ray  picture. 

A  New  Orleans  surgeon^  takes  a  less  radical 
stand,  and  gives  good  reasons  for  all  the  advice  he 
offers. 

Often  the  results  obtained  from  the  treatment  of 
ankle  fractures  leave  much  to  be  desired.  This  is 
due  chiefly  to  the  anatomy  involved.  There  is 
little  room  for  swelling,  so  blister  formation  and 
.skin  deterioration  are  frequent.  These  lead  often 
to  delayed  immobilization;  and  in  cases  requiring 
surgery  prolonged  delay  to  allow  the  skin  damage 
to  right  itself  before  any  attempt  of  restoration 
of  bony  structure  is  carried  out. 

Ankle  injuries  should  be  accurately  diagnosed  as 
soon  as  possible  after  injury,  and  the  proper  treat- 
ment instituted  at  once.  A  delay  of  12-24  hrs.  will 
lead,  in  many  cases,  to  an  additional  three  to  four 
weeks'  hospitalization,  and  results  less  satisfactory. 
The  bone  around  the  ankle  joint  is  a  spongy  type, 
when  injured  can  be  replaced  accurately  and  held 
by  plaster  fixation  or  by  open  reduction  as  neces- 
sary; this  cannot  be  done  nearly  so  well  if  surgery 
or  closed  reduction  is  carried  out  some  two  or  three 
weeks  later.  There  is  frequently  severe  damage  to 
the  articular  cartilage,  which  is  not  visible  by  x- 
ray.  Diagnosis  of  a  tear  of  the  lower  tibial  fibular 
ligament,  which  results  in  a  diastasis  of  the  ankle, 
can  be  made  easily  only  when  suspected  early.  If 
undiagnosed,  can  frequently  cau.se  prolonged  mor- 
bidity and  a  poor  result. 

Because  of  the  closed  space  type  of  the  injury, 
the  .softness  of  the  bone,  and  the  frequent  asso- 
ciation of  ligamentous  injury,  these  fractures  should 
be  accurately  evaluated  within  several  hours  after 
the  injury  ,by  the  usual  methods  of  examination 
and  by  .special  x-rays,  when  .such  are  indicated. 
Immediate  closed  reduction,  in  those  cases  where 
apfilicable.  should  be  carried  out  with  proper  im- 
mobilizatinn,  minimizing  bleeding,  preventing 
formation  of  clots  between  the  fragments.  Closed 
reduction  .should  be  checked  by  x-ray  in  those 
cH.ses  involving  the  joint  it.self  with  the  ankle  taken 
riul  of  plaster.  Slight  irregularity  in  reduction  will 
resull  in  n  traumatic  arthritis  which  cannot  be  well 
rrrtified  by  subsequent  surgery. 

In  those  cases  in  which  there  is  any  doubt  about 
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the  accuracy  of  the  reduction,  where  the  weigh! - 
bearing  surface  of  the  bone  is  involved,  surgery  is 
resorted  to  promptly  when  the  patient  is  seen. 
Routinely,  in  both  open  and  closed  reductions,  a 
long  leg  cast  is  applied  with  the  knee  flexed  about 
45°. 

Early  open  reduction  has  revealed,  in  several  in- 
stances, large  portions  of  the  articular  cartilage 
completely  detached,  usually  with  a  small  fragment 
of  bone  which  can  be  visualized  in  a  direct  x-ray, 
but  which  are  entirely  invisible  on  an  x-ray  taken 
through  plaster. 

The  .Tnatomy  of  the  ankle  area  gives  it  many  of 
the  features  of  a  closed  space.  Changes  due  to  ex- 
cessive hemorrhage  are  not  completely  reversible. 
This  is  well  illustrated  by  the  prolonged  and  re- 
sistant swelling  following  "simple"  sprains.  The 
cancellous  bone  in  this  area  rapidly  softers,  ami 
recoalesces  by  callous  formation  so  that  hairline 
anatomical  reduction  is  extremely  difficult. 


GENERAL  PRACTICE 

William  R.  Wallace,  M.D.,  Editor,  Chester,  S.  C. 


Digitalis 

The  indic.-^tions  for  digitalis  are  clearly  de- 
fined— chiefly  congestive  heart  failure  and  certain 
arrhythmias.  The  drug  should  be  used  in  conges- 
tive heart  failure  from  any  cause,  regardless  of  the 
heart  rate  or  the  b.  p.  ^lore  caution  is  neces.sary 
in  certain  conditions  that  make  the  heart  more 
susceptible  to  serious  toxic  drug  effects  such  as 
acute  myocardial  infarction,  rheumatic  carditis  and 
heart  block. 

Thus  Manter'  shows  his  firm  grasp  of  his  sub- 
ject, and  he  follows  through: 

It  is  usually  the  first  choice  in  the  treatment  of 
auricular  tachycardias,  including  flutter.  It  slows 
the  rate  with  auricular  fibrillation  and,  particu- 
larly in  cases  of  recent  onset,  may  even  result  in 
reversion  to  regular  sinus  rhythm.  If  digitalis  is 
to  be  used  hrfnrr  symptoms  or  signs  of  congestive 
heart  failure  are  present,  the  heart  should  at  least 
be  definitely  enlargeod.  It  is  not  for  the  symptoms 
ordinarily  a.ssociated  with  congestive  heart  failure, 
when  due  to  other  causes — as  sinus  tachycardia, 
hyperventilation  and  non-cardiac  edema.  The 
psyche  of  the  patient  with  cardiac  neurcsis  will  be 
the  more  disturbed  by  its  use.  It  is  not  indicated 
just  because  of  the  presence  of  heart  murmurs, 
hypertension,  angina  or  shock. 

All  patients  with  auricular  fibrillation  should  be 
digitalized.  It  should  be  u.sed  in  cases  of  grossly 
large  heart  not  in  failure,  particularly  in  older  in- 
dividuals, though  there  is  no  good  clinical  guide 
to  best  dosage. 


The  absence  of  a  good  indication  is  the  main 
contraindication.  In  paroxysmal  ventricular  tachy- 
cardia, not  terminated  by  quinidine  and  with  heart 
failure  present,  digitalis  should  be  used.  This 
tachycardia  may  be  precipitated  by  giving  digitalis 
in  the  presence  of  frequent  ventricular  premature 
iieats.  but  they  may  clear  with  digitalis  if  due  to 
or  a.sociated  with  congestive  heart  failure.  If  nec- 
essary to  use  digitalis  in  the  presence  of  hyper- 
tensive carotid  sinuses,  atropine  also  is  advised. 
The  use  of  digitalis  and  quinidine  together  is  to  be 
generally  avoided.  Under  certain  circumstances  with 
careful  handling,  the  advantages  of  the  combina- 
tion may  outweigh  the  risk  but  procaine  amide, 
'■Pronestyl,''  might  better  be  substituted  for  quini- 
dine in  these  instances.  Calcium  should  not  be 
given  IV  to  the  digitalized  patient. 

Familiarity  with  the  dosage  and  what  to  expect 
from  one  or  two  forms  of  digitalis  is  good  prac- 
tice. For  oral  use,  particularly  for  maintenance 
purposes,  leaf  in  pill  form  is  still  satisfactory  as 
any  preparation,  using  the  product  of  a  single  re- 
liable firm;  0.15  gm.  of  digitalis  leaf  or  0.15  mgm. 
of  digitoxin  is  probably  the  average  daily  adult 
maintenance  dose. 

A  good  general  outline  for  initial  use  of  digitalis 
for  adults  is  either  0.1  gm.  (gr.  IJ/^)  of  digitalis 
leaf  or  0.1  7ngm.  of  digitoxin  per  10  pounds  body 
weight,  in  divided  doses,  not  oftener  than  q.  6  hr. 
over  several  days.  Half  of  the  calculated  digitaliz- 
ing  dose  of  digitoxin  may  be  given  safely  as  a  first 
dose,  if  desired,  followed  by  0.2  mgm.  q.  8  hr. 
More  or  less  will  be  given  according  to  the  results 
in  the  case.  Though  the  onset  of  full  action  of 
these  two  preparations  is  slow,  it  is  the  very  un- 
usual case  in  which  attainment  of  digitalization  in 
less  than  a  day  or  two  is  advisable.  More  often 
it  is  better  to  take  more  time  than  this. 

For  the  very  rare  case  requiring  rapid  IV  disi- 
talization.  "Cedilanid,"  with  the  directions  in  the 
package,  is  a  good  preparation.  The  full  dose 
must  not  be  given  unless  certain  the  patient  has 
not  had  digitalis  for  a  month. 

.Small  changes  of  the  maintenance  dose,  as  of 
a  pill  or  two  more  or  less  per  week,  may  be  neces- 
sary to  avoid  ineffective  therapy  on  the  one  hand 
or  toxicity  on  the  other.  The  range  of  daily  main- 
tenance do.se  may  vary  with  the  individual  between 
such  extremes  as  0.05  gm.  to  0.4  gm.  (gr.  ^  to 
sr.  6)  of  digitalis,  or  0.05  gm.  to  0.4  mgm.  of  digi- 
toxin. 

The  usual  toxic  symptoms  from  digitalis  loss 
of  appetite,  nausea,  vomiting,  diarrhea  and  blurred 
or  yellow  vision  are  well  knowm.  A  less  common 
symptom  is  mental  disturbance.  Although  the  1.2 
mgm  dose  of  digitoxin  will  rarely  cause  serious 
toxicity,  one  cannot  always  be  certain  that  the 
patient  has  not  had  digitalis  already  in  one  form 
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Of  another;  0.2  mgm.  daily  will  lead  to  toxxicily 
for  many  patients. 

Rapid  heart  rate  may  not  always  be  an  indica- 
tion for  more  digitalis.  Even  increasing  congestive 
heart  failure  may  be  a  manifestation  of  toxicity. 
The  sickest  patients  seem  to  require  closer  to  the 
toxic  range  for  therapeutic  effect,  and  it  is  in  such 
patients  that  it  is  often  hardest  to  differentiate 
symptoms  of  digitalis  overdosage  from  symptoms 
of  the  illness. 

Ordinarily  stopping  the  drug  is  sufficient  treat- 
ment for  digitalis  jxaisoning.  Particularly  in  the 
presence  of  arrhythmias,  which  may  be  dangerous 
in  themselves,  more  positive  means  of  treatment 
may  be  indicated.  The  heart  appears  to  be  more 
sensitive  to  digitalis  in  the  presence  of  potassium 
lack.  Increased  digitalis  sensitivity  to  the  point  of 
toxicity  has  been  noted  following  vigorous  diure- 
sis, as  with  mercurials,  and  in  other  clinical  states 
which  may  be  associated  with  considerable  K  loss. 
K  may  be  indicated  for  arrhythmias  due  to  digi- 
talis intoxication.  With  good  urinary  output,  oral 
KCl  4-8  gm./day  is  generally  safe.  Used  cau- 
tiously, procaine  amide  ("Pronestyl")  may  be 
safer  to  administer  in  the  presence  of  serious 
arrhythmias  from  digitalis  toxicity  than  quinidine. 
It  may  be  used  when  kidney  function  is  impaired 
and  potassium  is  contraindicated. 

The  digitalis  preparation  familiar  to  the  physi- 
cians is  indicated  for  all  congestive  heart  failure 
and  certain  arrhythmias  in  an  amount  sufficient, 
but  no  more  than  enough  to  attain  and  maintain 
the  optimum  effect  without  toxicity.  This  amount 
necessary  varies  and  must  be  worked  out  for  each 
individual  patient. 


HISTORIC     MEDICINE 


Homer  as  a  Surgical  Anatomist 
Attention  is  called  by  a  British  surgeon'  to  the 
fact  that  Homer's  poems  of  3,000  years  ago  show 
that  their  author  had  a  remarkable  knowledge  of 
anatomy  which — as  might  be  expected — is  express- 
ed very  felicitously.  Some  of  this  journal's  readers 
will  join  with  the  editor  in  thanking  this  surgeon 
for  having  published  these  observations. 

Although  Homer  knows  about  the  manufacture 
and  use  of  steel,  he  does  not  mention  it  in  con- 
nection with  war-weapons.  Mutilation  is  noted  as 
being  done  after  death.  Poi.soning  either  of  weap- 
ons or  of  food  was  known  to  him.  Two  excellent 
pieces  of  anatomy  may  be  mentioned.  The  first 
case  is  that  of  the  fatal  wound  which  was  inflict- 
ed upon  Hector  by  Achilles:  "There  was  an  open- 
ing where  the  collar  bones  coming  from  the  shoul- 
ders clasp  the  neck  even  at  the  gullet,  and  there 
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Achilles  drave  at  Hector  with  his  spear,  and  right 
through  the  tender  neck  went  the  point,  yet  the 
bronze-weighted  ashen  spear  clave  not  the  wind 
pipe  so  that  he  could  still  speak,  and  fell  in  the 
dust."  The  description  of  the  clavicle  is  very  good 
and  the  accuracy  with  which  Homer  notes  that 
the  larynx  escaped  being  wounded  is  admirable. 

The  next  case  is  even  better  in  its  anatomv  and 
whilst  it  is  absolutely  correct  it  is  entirely  unex- 
pected. Homer  certainly  knew  of  the  relationship 
of  the  urinary  bladder  to  the  buttock.  ]\Ieriones 
shoots  an  arrow  through  Harpalion's  right  buttock, 
and  the  arrow  went  right  through  the  bladder  and 
emerged  under  the  pubic  bone.  The  weapon  would 
enter  about  the  middle  of  the  right  buttock  and 
pass  through  the  great  sacro-sciatic  notch,  enter 
the  pelvis,  pass  through  the  base  of  the  bladder 
and  come  out  under  the  pubic  arch.  It  may  be 
wondered  if  Homer  knew  that  an  arrowing  enter- 
ing the  right  buttock  would  not  wound  the  lower 
end  of  the  colon  and  the  sigmoid. 

Knowledge  of  the  peripheral  nervous  system  is 
implied  in  the  following  passage:  "Teucer  drew 
back  his  how  to  shoot  at  Hector,  who  picked  up  a 
jagged  stone,  and  hurled  it  at  Teucer,  and  hit  him 
beside  his  shoulder,  where  the  collar  bone  fenceth 
off  neck  and  breast  and  where  is  the  most  deadly 
spot.  The  bow-string  was  broken  and  his  hand 
from  the  wrist  grew  numb." 

Diomedes  cast  a  stone  at  Aineias,  struck  him 
on  the  hip,  "where  the  thigh  turneth  in  the  hip- 
joint,  and  this  men  call  the  cupbone,  so  he  crushed 
the  cupbone,  and  brake  both  sinews  withal,  and 
the  jagged  stone  tore  apart  the  skin.  The  hero 
stayed  fallen  upon  his  knees,  and  with  stout  hand 
leant  upon  the  earth,  and  the  darkness  of  night 
veiled  his  eyes."'  We  are  left  to  speculate  as  to 
the  damage  done,  especially  to  the  "two  sinews" 
and  what  these  were.  The  iliofemoral  ligament  in 
its  lower  three-fifths,  is  distinctly  double,  and  both 
parts  would  be  damaged  by  such  a  blow  as  Homer 
here  describes. 

.\  jagged  stone  hurled  at  a  warrior,  hit  him  on 
the  right  leg  "hard  by  the  ankle,  and  it  crushed 
utterly  the  two  sinews  and  the  bones."  One  may 
suspect  that  the  two  sinews  were  the  tendo 
Arhillis  and  the  thick  tendon  of  the  tibialis  anticiis 
which  forms  almost  as  distinct  a  prominence  as 
I  lie  tendo  Achillis  itself. 

Homer  al.so  pays  some  attention  to  wounds  that 
merely  grazed  or  scratched  the  bone.  One  warrior 
"drave  the  bronze  clean  through  the  thigh,  and 
the  spear  brake  the  bone."  A  Grecian  "smote  Sar- 
pedon  with  his  long  .spear,  and  the  point  sped 
through  furiou.sly,  grazing  the  bone.  Finally  there 
is  the  case  of  Odysseus,  who  as  a  boar,  was 
wounded  by  a  boar,  but  according  to  Homer  the 
boar's   lusk    did   not    reach    the  hone. 
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As  far  as  wounds  of  the  alxlonuMi  ro.  Homer 
draws  attention  to  the  special  danger  of  wounds 
inflicted  below  the  naval.  He  shows  that  he  knew 
that  the  liver  lies  below  the  diaphragm  and  that 
the  lungs  and  heart  lie  above  it.  Only  one  wound 
of  the  liver  is  mentionerl  in  the  Ody.ssey,  where  the 
weapon,  an  arrow,  pierced  the  chest  above  the  dia- 
phragm. In  two  cases  Homer  states  that  the  lungs 
were  wounded,  and  in  one  of  these  the  point  of 
entry  of  the  weapon  is  .said  to  lie  above  the  pap. 

Two  wounds  of  the  heart  are  described.  One  of 
them  de.scribes  what  must  be  the  tirst  recorded 
instrumental  examination  of  the  heart:  "Idomeneus 
smote  his  opponent  in  the  breast  with  a  spear  and 
rent  the  coat  of  arms  about  him,  and  he  fell  with 
a  crash,  and  the  lance  fixed  in  his  heart,  that  still 
beating,  shook  the  butt  end  of  the  spear."  The 
second  wound  of  the  heart  is  described  when  Pa- 
troclus  struck  Carpedon  with  a  sword  "where  the 
midriff  clasps  the  beating  heart  ....  and  Patro- 
clus  drew  the  sword  out  of  Sarpedon's  flesh  and 
the  midriff  followed  with  the  .sword."  Here  the 
midriff  includes  the  pericardium. 

Homer  tells  how  a  wounded  man  ran  about  the 
battlefield,  holding  up  his  bowels;  that  the  wound- 
ed man's  brother.  Hector,  led  him  away.  That  the 
prognosis  in  such  a  case  may  be  actually  good  is 
shown  by  Xenophon  who  records  how  a  leader 
amongst  the  10,000  came  into  camp,  after  receiv- 
ing an  abdominal  wound,  holding  up  his  bowels. 
This  man  survived  to  play  the  traitor  on  the 
Greeks  and  to  sail  off  two  days  after  his  appear- 
ance in  camp. 

Another  wound  described  by  Homer;  Antilochos 
leaped  on  his  opponent  ''and  severed  all  the  vein 
that  runs  up  the  back  till  it  reaches  the  neck." 

Did  Homer  know  of  the  frontal  sinus?  Antilo- 
chos slew  a  Trojan  warrior,  driving  a  spear  through 
the  helmet  ridge  into  the  warrior's  brow,  "and  the 
point  of  the  bronze  passed  within  the  bone,"  i.e., 
into  a  cavity  of  the  bone  which  in  this  region 
would  be  the  frontal  sinus.  We  note  that  the  brain 
is  not  mentioned,  which,  judging  from  other  exact 
descriptions,  it  certainly  would  have  been  had  it 
been  wounded. 
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Not  .\li.  PRnrTOLOGic  PROCEnuRF.s  Requirf.  a 

Proctologist 

The  proctosigmoidoscopic  examination  "must  be 

a  part  of  every  complete  physical  examination." 

A  good  deal  hinges  on  what  is  meant  by  complete. 

Waiving  that  point,  here  is  much  for  the  GP's  in- 


struction and  encouragement. 

The  barium  enema  x-ray  examination  of  the  in- 
terior of  the  large  bowel  above  the  lower  sigmoid 
colon  should  be  used  to  supplement  70  to  80  per 
cent  of  all  large  bowel  disease  in  the  lower  sig- 
moid and  rectal  areas,  and  it  is  in  these  areas  that 
the  x-ray  is  of  questionable  value. 

Physicians  can,  with  reasonable  effort,  become 
proficient  in  the  technique  after  a  short  time.  The 
examination  need  not  be  very  painful.  Tell  the 
patient  what  is  occurring  and  he  will  cooperate. 

A  digital  should  precede  every  instrumental  ex- 
amination of  the  rectum.  If  done  with  a  well-lubri- 
cated finger,  gently,  the  patient  will  be  prepared 
for  what  is  to  follow. 

The  obturator  of  the  scope  should  be  withdrawn 
as  soon  as  it  passes  beyond  the  grasp  of  the  sphinc- 
ters. From  here  on,  the  scope  should  be  advanced 
only  under  direct  vision.  Air  insufflation  helps  in 
finding  the  lumen  of  the  bowel  but  overdistention 
may  disrupt  or  perforate  the  bowel  wall.  In  ulcera- 
tive colitis  or  carcinoma  the  use  of  air  is  particu- 
larly hazardous. 

Polyps  of  the  rectum  and  lower  colon  are  found 
in  10  per  cent  of  healthy  adults  examined  in  can- 
cer-detection centers;  frequently  in  children  and 
young  adults  examined  on  account  of  bleeding  from 
the  rectum.  All  polyps  in  this  area  are  said  to  be 
premalignant,  so  are  to  be  diagnosed  as  early  as 
possible  and  properly  treated.  Non-malignant 
polyps  can  usually  be  removed  through  proctoscotw 
in  office,  can  be  fulgurated  without  pain.  Pedun- 
culated polyps  should  be  removed  with  snare  and 
sent  to  pathologist.  Non-pedunculated — determine 
promptly  if  any  malignant  changes.  Destruction  of 
cancer  polyps  above  rectosigmoid  area  should  be 
done  in  hospital — danger  of  perforation. 

Except  for  the  excision  of  thrombotic  external 
hemorrhoids  and  the  injection  treatment  of  inter- 
nal hemorrhoids,  patients  should  be  sent  to  hos- 
pital for  this  type  of  surgery. 

If  injection  treatment  is  limited  to  internal  hem- 
orrhoids, not  infected  or  stenosed,  a  good  result 
can  be  anticipated.  Quinine  and  urea  hydrochlo- 
ride (5%)  and  5%  phenol  in  olive  oil  are  the 
solutions  most  comonly  used.  Sloughs  and  hemor- 
rhage can  be  avoided  by  placing  the  solution  in 
the  proper  place — not  too  large  a  volume. 

Most  thrombotic  external  spread  through  the 
distended  mass.  It  is  best  to  infiltrate  the  area 
around  the  hemorrhoid  with  a  local  anesthetic. 
Remove  mass  entirely,  using  sutures  only  if  trou- 
blesome bleeding. 

1.   W.  C.   Bernstein,  St.   Paul,  in  Minn.  Med.,  Nov. 


It  is  of  particular  interest  that  streptomycin  affects 
principally  the  vestibular  apparatus,  while  the  toxic  impact 
nf  dih\drostreptomycin  falls  upon  the  auditory  mechanism. 

— T.    M.    Rohson    et    al..    in    Proc.    Rnval    .9or.    nf    Med.     CLond.), 
Nov. 
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SOUTHERN  GENERAL  PRACTITIONER 

With  the  issue  for  March  Southern  Medicine  & 
Surgery  becomes  The  Southern  General  Practi- 
tioner. A  journal  which  has  been  conducted  30 
years  80  per  cent  for  the  G.  P.  will  be  henceforth 
conducted  entirely  for  the  G.  P. 

All  along  this  journal  has  carried  information 
helpful  in  diagnosis  and  treatment  in  general  prac- 
tice, and  encouraging  to  the  family  doctor  that  he 
take  care  of,  himself,  more  and  more  of  his  own 
patients'  illnesses,  in  practically  all  fields  except 
operative  abdominal  surgery. 

It  has  come  about  that  the  attitude  of  special- 
ists and  hospitals,  preaching  in  effect  that  any  dis- 
ease of  any  consequence  must  be  treated  in  a  hos- 
pital and  by  a  specialist,  has  made  it  risky  in  some 
cases  for  a  G.  P.  to  treat  any  conditions  of  any 
seriousness  or  complexity.  This  journal  will  carry 
from  month  to  month  expressions  from  the  greatest 
authorities  on  the  assumption  of  more  and  respon- 
sibility by  the  G.  P.,  and  in  this  way  the  tendency 
of  the  patient  to  refer  himself,  or  of  the  G.  P.  to 
refer  for  too  little  reason,  will  be  materially  les- 
sened. 

This  journal  will  lead  in  a  determined  movement 
to  counteract  the  present  tendency  on  the  part  of 
hospital  doctors,  including  those  in  charge  of  State 
hospitals,  to  ignore  the  referring  physician,  to  have 
patients  return  for  dressings  or  other  treatments 
entirely  within  the  competency  of  the  G.  P.,  to 
have  patients  returned  periodically  for  "check-ups" 
— and  in  too  many  instances  to  take  over  the  pa- 
tient and  family  for  all  future  time. 

When  the  Editor  appeared  before  The  Council 
of  the  Southern  Medical  Association  a  dozen  years 
ago  and  got  a  Section  on  General  Practice,  I  was 
asked,  "What  would  such  a  Section  do  that  is  not 
now  being  done  by  other  Sections?"  My  reply  was, 
"Help  GP's  with  diagnosing  and  treating  their  own 
patients,  instead  of  telling  them  what  specialists  to 
send  their  patients  to."  That  was  how  and  when  the 
Section  was  formed. 

The  Southern  GP  starts  publishing  this  month, 
to  carry  out  the  same  idea. 

For  10  years  I  have  gathered  statistics  to  show 
( 1 )  that  the  best  place  for  folks  too  sick  to  come 
to  your  office  is  in  their  own  beds,  under  the  care 
of  a  GP;  (2)  that  this  is  the  only  way  that  folks 
can  get  medical  care  at  a  price  they  can  pay,  and 
that  they  live  longer  under  this  care. 

The  GP  has  been  so  constantly  belittled  by  the 
Journal  of  the  A.  M.  A.  and  most  of  the  State  So- 
ciety journals,  as  well  as  by  lay  publications,  that 
many  GP's  have  become  intimidated  to  the  point 
of  referring  all  cases  of  any  gravity.  Also  by  these 
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same  methods,  a  large  percentage  of  the  GP's  pa- 
tients has  been  influenced  to  go  direct  to  a  special- 
ist. The  Southern  GP  will  exert  itself  constantly 
against  this  great  wrong  to  the  GP  and  to  the 
patient.  Leading  specialists  who  know  and  say  that 
the  GP  should  diagnose  and  treat  85  per  cent  of 
his  cases  will  be  quoted  frequently.  The  GP  is 
urged  to  have  his  local  paper  publish  many  items 
along  this  line  that  will  appear  in  the  Southern 
General  Practitioner. 

Send  $3.00  for  a  year's  subscription,  or  $1.00 
for  a  6-mos  trial  subscription. 

James  M.  Northington,  M.D. 

The  Diagnosis  of  the  Complaint  of  "Spells  " 

Spells  is  the  common  word  used  to  describe 
episodic  loss  of  consciousness,  and  hardly  le.ss  fre- 
quently faint,  fit,  convulsion,  jailing  out,  blackout, 
and  stroke. 

Every  doctor  has  to  treat  such  patients.  A  New 
Orleans  authority^  writes  a  well-balanced  article. 

(1)  Disregard  the  patient's  label.  (2)  Obtain  a 
detailed  description  from  an  eyewitness  of  one  or 
more  spells,  including  all  the  events  which  occurred 
before,  during  and  after  the  spell  itself.  One  small 
clue  thrown  out  by  the  witness  of  the  sp2ll  may 
indicate  the  diagnosis.  A  witness  may  describe  a 
classical  grand  mal  epileptic  seizure,  and  further 
questioning  reveal  that  the  patient  heard  every- 
thing that  went  on  around  him  during  the  seizure. 
Patient's  accounts  of  his  spells  should  be  compared 
with  the  accounts  of  witnesses. 

Time  of  day,  where  and  in  whose  presence,  in 
what  position,  any  stressful  circumstances,  any 
physical  change  precipitating  the  spell,  sudden 
turning  the  head,  or  rising  from  a  lying  to  a  stand- 
ing posture?  What  does  the  patient  think  brings 
on,  or  is  the  sause  of  the  spell? 

Mode  of  onset.  Any  injury. 

Cconsciousness  lost  completely?,  resp)onse  to  any 
stimuli?,  movements,  incontinent,  consciousness  re- 
gained quickly  or  slowly,  confusion  or  headache 
after,  are  all  spells  alike? 

When  first  spell,  frequency,  what  is  done  to  pre- 
vent or  relieve,  how  effective?,  other  symptoms? 

Physical  and  psychological  examination.  Doctor 
asks  himself  whether  the  patient  shows  disturb- 
ances in  perception,  thinking,  mood,  or  behavior 
which  warrant  further  study. 

Psychological  disturbances  are  common  precipi- 
tants  of  three  of  the  four  commonest  types  of  syn- 
cope— vasodepressor  syncope  (the  common  faint), 
hysteria  and  hyperventilation. 

ECG  tracing  should  be  obtained  whenever  feas- 
ible, but  gives  ancillary  data  only.  15%  of  "nor- 
mal" persons  show  cerebral  dysrythmias  and  some 

1.  Ian  S'evenson.  M.D.,  New  Orleans,  in  Medical  Horison;, 
Vol.  Ill,  No.  2. 


epileptics  have  normal  EEGs.  There  is  still  no  sub- 
stitute for  the  patient  gathering  of  all  the  data, 
and  most  important  is  description  of  the  spells  bv 
an  eyewitness. 

Orthostatic  hypotension  explains  some  spells. 
Cardiac  standstill,  as  complete  heart  block,  aortic 
stenosis,  paroxysmal  arrhythmias. 

The  victims  of  carotid  sinus  syncope  usually  re- 
port attacks  come  on  when  they  twist  or  press  on 
their  necks.  In  these  cases  massage  of  a  carotid 
artery  will  produce  the  lightheadedness  or  loss  of 
consciousness.  The  patient  supine,  slowing  of  heart 
or  even  some  lightheadedness  does  not  by  itself 
prove  attacks  spontaneous  and  of  carotid  sinus 
origin.  Massage  of  a  part  of  the  neck  away  from 
the  carotid  may  bring  symptoms  or  even  convul- 
sions in  per.sons  prone  to  suggestion. 

The  four  causes  of  episodic  lo.ss  of  consciousness 
which  together  comprise  over  95 'vf  of  all  cases  are 
va.sodepressor  .syncope,  epilepsy,  hysteria,  and  hy- 
perventilation. They  have  little  in  common  with 
respect  to  etiology  or  mechanism.  Common  to  the 
four:examination  between  spells  is  nearly  always 
negative. 

Epileptic  seizures  come  at  any  hour  of  the  day 
or  night.  In  contrast  to  the  other  three  conditions. 
In  the  ordinary  "absences"  of  petit  mal,  loss  of 
consci«usness  is  so  brief  that  the  patient  does  not 
usually  fall  as  he  does  in  vasodepressor  syncope. 
In  akinetic  epilepsy  there  is  an  abrupt  loss  of  mus- 
cle tone  and  the  patient  falls  but  consciousness  is 
not  usually  lost  as  in  vasodepressor  syncop)e. 

Hysteria  spells  occur  in  the  presence  of  an  audi- 
ence. 

Vasodepressor  syncope  is  preceded  by  lighthead- 
edness, pallor,  sweating  and  weakness,  and  con- 
sciousness is  regained  as  soon  as  gravity  allows 
adequate  circulation  to  the  brain. 

Hyperventilation  —  other  symptoms  of  anxiety 
usually  accompany  or  precede  attack.  Ask  patient 
to  breathe  rapidly  without  suggesting  to  him  what 
he  may  experience.  Many  hysterical  patients  hy- 
perventilate. Many  epileptics  have  hysterical  as 
well  as  epileptic  seizures.  Other  combinations  oc- 
cur. 

Scabies  and  Lice 

Failure  to  diagnose  scabies  is  usually  because 
the  possibility  of  its  presence  does  not  enter  the 
doctor's  mind,  and  so  control  of  the  early  isolated 
case  is  lost  and  the  chances  of  spread  increased. 

A  British  doctor%rites  instructively  on  two 
common  and  frequently  misdiagnosed,  afflictions. 

The  chief  symptom,  itching,  worse  at  night.  By 
the  time  seen  a  secondary  rash  is  usually  wide- 
spread, and  vesicles,  papules,  pustules,  wheals, 
small  patches  of  eczema,  crusts,  are  obvious  when 

I.   Godfrey  Bamber,  M.D..  in  British  Med.  11..  Nov.  29th. 
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the  patient  is  stripped.  Linear  excoriations  are  not 
common. 

Burrows,  especially  at  the  sides  and  webs  of  the 
fingers,  the  front  and  ulnar  aspects  of  the  wrist, 
the  point  of  the  elbow,  ant.  axillary  fold,  umbilical 
margin,  buttocks,  knees  and  over  tendo  Achillis. 
In  males  also  on  the  glans  and  shaft  of  the  penis, 
and  in  women  around  the  nipples.  Infants  and 
young  children  often  have  numerous  and  large  bur- 
rows on  the  palms  and  soles.  The  face  is  free  ex- 
cept in  nursing  infants — spread  from  the  maternal 
breast.  The  burrow  is  a  thin  slightly  raised  irregu- 
lar 3^ -in.  line.  In  the  uncleanly  it  may  look  like 
a  fine  black  thread  in  the  skin,  in  the  cleanly  often 
difficult  to  identify.  A  small  blob  of  ink  over  the 
area,  wipe  off,  burrow  will  show  as  a  dark  line. 
The  far  end  of  a  burrow  usually  a  whitish  spot — 
the  mite  itself,  a  vesicle  or  a  pustule.  On  the  penis, 
umbilicus,  or  anterior  axil,  fold,  the  burrow  is  usu- 
ally obliterated  in  an  inflammatory  reaction. 

Papular  urticaria  in  small  children  is  often  mis- 
taken for  scabies.  In  adults  the  itchy  condition 
most  often  wrongly  called  scabies  is  milder  derma- 
titis herpetiformis.  Number  of  adult  mites  on  any 
patient  with  scabies  is  small.  Mites  related  to  those 
of  human  scabies  in  animals  cause  mange  and  may 
be  transmitted  to  man  and  set  up  irritation. 

•A.  bath  with  soap  and  water  is  preferable  but  is 
not  an  essential  prelude  to  parasiticidal  applica-, 
tions.  Scrubbing  unnecessary. 

Treat  scabies  first,  infection  later.  After  thor- 
ough drying  in  a  warm  room  patient  is  painted — 
not  paints  himself — from  neck  to  toes  with  appli- 
catio  benzylis  benzoatis  B.  P.  C,  on  a  flat  brush, 
and  the  emulsion  allowed  to  dry  on.  A  single  ap- 
plication should  suffice,  but  the  inexpert  should 
apply  a  second  coat  to  lessen  the  chance  of  any 
spot  being  missed.  The  skin  dry,  patient  dresses 
and  does  not  wash  again  for  24  hours.  Under- 
clothes and  bed  linen  should  be  washed,  but  un- 
necessary to  send  blankets,  bedding,  and  clothes 
to  a  disinfecting  station,  as  the  chance  of  reinfes- 
tation  from  them  is  negligible. 

Itching  at  the  end  of  24  hrs.  treatment  should 
never  'be  regarded  as  a  persistence  in  the  infesta- 
tions and  emulsion  not  to  be  reapplied  within  a 
week.  The  itching  may  be  a  reaction  to  benzyl  ben- 
zoate  or  to  another  constituent  of  the  application, 
but  i.=;  more  likely  to  be  due  to  the  eczematous 
rash.  Avoidance  of  soap  and  the  use  of  1  per  cent 
phenol  in  lotio  calaminae  oleosa  will  usually  cure 
within  a  few  days. 

Before  further  course  of  benzyl  benzoate  for 
continued  itching,  consider  the  possibility  of  a 
faulty  diagnosis  in  the  first  instance.  If  burrows 
and  mites  have  been  found  originally,  a  persistence 
of  infestation  is  due  either  to  inefficient  application 
of  the  remedy  or  to  insufficient  inspection  of  the 


household.  When  scabies  occurs  all  close  contacts 
should  be  examined,  and  if  the  patient  shares  a 
bed  the  other  person  should  be  treated  at  the  same 
time. 

If  secondary  pyogenic  infection  in  scabies  is  ex- 
tensive after  the  24  hours  application  of  benzyl 
benzoate,  give  warm  permanganate  bath.  Do  not 
add  crystals  to  the  bath  water;  some  may  not  dis- 
solve, and  if  the  patient  sits  on  them  his  skin  will 
be  burnt.  Add  Yz  oz.  4%  sol.  to  each  gallon  of 
bath  water.  After  soaking  for  a  few  min.  crusts 
and  debris  are  gently  wiped  off;  patient  remains 
in  bath  Yj,  hour.  After  patting  dry  with  warm 
towels,  apply  to  affected  areas  lotio  calaminae 
plain,  or  acriflavine  added  to  a  concentration  of 
1/1000;  or  to  20  oz.  of  lotion  add  10  minims 
monsol,  a  tar  derivative,  particularly  useful  for 
infected  eczematous  areas.  For  severe  cases  anti- 
septic bath  may  be  necessary  for  several  days.  Per- 
mang  stains  on  both  decolorize  with  hydrogen  pe- 
roxide. If  regional  glands  are  enlarged  and  tender, 
internally,  sulphathiazole  for  no  more  than  four 
or  five  days,  1  g.  t.i.d.  is  usually  adequate. 

A  newer  compound,  tetraethylthiuram  monosul- 
phide  ("tetmosol"),  incorporated  in  soap  will  cure 
most  persons  in  a  few  weeks  and  will  prevent  scab- 
ies spreading  in  a  closed  community,  os  it  may  be 
a  very  useful  adjunct  in  an  epidemic. 

At  the  t.  of  the  skin  eggs  of  lice  hatch  into 
larvae  in  9  days,  and  the  larvae  in  9  days  become 
adults,  which  may  survive  for  a  month.  Despite 
the  large  number  of  eggs  laid  the  average  infested 
scalp  has  fewer  than  10  lice. 

An  impetigo  of  the  scalp  or  adjacent  area  should 
arouse  suspicion  of  pediculosis  capitis  and  a  search 
should  be  made  for  nits — easier  to  find  than  a 
louse,  especially  on  the  hairs  behind  the  ears. 

Body  louse  eggs  can  be  found  attached  to  lanugo 
hairs,  but  more  will  be  found  on  the  clothing,  par- 
ticularly in  the  seams. 

Crab  lice — scratching  in  the  pubic  area  causes 
an  eczema  that  rapidly  becomes  moist  and  crust- 
ed; examine  the  perianal  region — few  hairs,  louse 
and  its  egg  easier  to  see. 

-■Applicatio  dicophani  the  official  preparation  con- 
taining D.  D.  T.  used  for  all  types  of  pediculosis; 
Y2  oz.  of  this  emulsion  well  rubbed  into  the  hair 
and  scalp  and  left  for  24  hours  before  washing  out 
will  kill  the  lice  there.  It  has  no  direct  action  on 
the  nits,  but  D.  D.  T.  remains  adsorbed  on  the 
hair  and  egg  shell  to  kill  larvae  when  newly  hatch- 
ed. Benzyl  benzoate  emulsion  has  a  similar  action 
and  the  further  advantage  of  loosening  the  ce- 
ment, so  nits  comb  out  easily  after  the  hair  has 
been  washed.  Shaving  off  hair  before  treatment  is 
unnecessary. 

In   severe  pediculosis   corporis  disinfestation   of 


Sni'THERN  MEDICINE  &  SURGERY 


Januarj',  lO^.f 


clothes  and  blankets  may  be  required:  if  a  few 
articles  go  over  with  hot  iron — particularly  seams 
and  folds. 

Treatment  of  secondary  infection  in  pediculosis 
is  same  as  in  scabies,  except  for  hairy  ointment 
bases  should  be  soft— for  example,  unguentum 
hydrargyri  amoniati  dilutum  is  preferable  to  paste. 

The  Proper  Use  of  Sedatives 

It  is  gratifying  to  see'  good  words  for  old,  neglected 
friends  among  drugs. 

Good  sedatives,  other  than  drugs,  are  physical  exercise, 
massage,  hydrotherapy,  external  heat,  etc.  There  is  no  ideil 
sedative.  The  more  any  case  is  studied  the  more  likely  a 
satisfactory  sedative  will  be  found. 

B.irbiturates  are  always  potentially  dangerous  and  per- 
sons with  marked  kidney  disease,  with  liver  damage,  with 
hyperthyroidism,  severe  anemia,  diabetes  mellitus  or  cere- 
bral arteriosclerosis  do  not  tolerate  them  well.  They  may 
give  rise  to  neurological  or  psychiatric  manifestations. 

It  is  claimed  that  at  least  one  of  the  new  sedatives  is 
not  habit-forming.  Some  of  them  are  weak  and  this  tends 
to  cause  dissatisfaction  with  the  drug  or  its  not  being 
taken  as  prescribed. 

Few  physicians  prescribe  bromides;  many  patients  ob- 
tain them  from  patent  medicines  and  over-the-counter 
preparations.  Dangerous  in  kidney  disease,  the  anemic  and 
alcoholic,  in  cases  of  myocardial  insuffic.ency,  and  in  per- 
sons on  a  salt-free  diet.  A  skin  rash  is  not  the  only  indi- 
cator of  bromisra;  neurological  and  psychiatric  conditions 
may  be  simulated. 

Treatment  is  withdrawal  of  the  drug  and  gradual  re- 
placement with  chloride.  An  abundance  of  fluid  and  large 
dcses  of  sodium  chloride  are  given  in  foods  or  in  tablets. 
.Alcohol  is  a  valuable  sedative.  .Ml  sedatives  are  safer  if 
taken  toward  the  end  of  the  day  or  at  bedtime. 

Chloral  hydrate  is  safer  than  barbiturates  or  bromides. 
In  capsules  there  is  no  unpleasant  taste.  It  sometimes  irri- 
tates the  stomach;  addiction  is  very  uncommon. 

1.  D.  M.  Palmer,  Columbus,  in  Ohio  Med.  Jl.,  June. 


Try  Cryst.\lld<e  Vitamin  B^^  for  Chronic  Pains 

FiELDSl  has  had  good  results  from  Vitamin  Bj^  in  cases 
of  lightning  pains  of  tabes,  found  it  almost  a  specific  in 
diabetic  neuritis,  and  very  helpful  in  neuralgia  and  neuritis 
generally. 

Pain  relief  requires  larger  and  more  frequent  doses  of 
vitamin  Bj,  than  are  necessary  to  maintain  blood  status. 
It  seems  advisable  to  supplement  large  doses  of  vitamin 
Bj.,  with  vitamin  A,  ascorbic  acid  and  other  members  of 
the"  B  complex,  in  excess  of  min.  requirements.  Many  have 
noted  that  moderate  to  large  doses  of  crystalline  vitamin 
B]o  afford  most  patients  a  sense  of  well-being. 

In  pernicious  anemia  large  doses  of  vitamin  Bjj  are 
necessary  for  remission  of  neurologic  symptoms. 

Vitamin  B,.,  appears  to  be  almost  specific  in  diabetic 
neuritis — large  doses  daily  for  one  to  two  weeks. 

Alcoholic  neuritis  has  responded  in  the  past  to  large 
doses  of  thiamine  with  niacin  and  riboflavin.  The  addition 
of  vitamin  B,,  greatly  enhances  the  repair  process,  and 
even  when  administered  alone  produces  rapid  benefit. 

The  "lightning  pain"  of  tabes  dorsalis  respond  more  rap- 
idly and  more  completely  to  vitamin  B,o  therapy  than 
almost  any  others.  To  prevent  recurrence,  smaller  and  less 
frequent  doses  are  usually  sufficient. 

With  large  doses  of  crystalline  vitamin  Bjo  IM  85%  of 
200  patients  with  trigeminal  neuralgia  obtained  substantial 
relie  ffrom  the  pain.  The  majority  reported  a  burning 
rsidual    in    the   distribution    of   the   affected    nerve,   which 


was  usually  alleviated  by  continuance  of  treatment  for  10- 
14  days. 

Causalgic  pain  occurring  after  trauma  to  peripheral 
nerves  as  in  crushing  and  penetrating  injuries  and  after 
amputation,  was  relieved,  sometimes  completely,  by  large 
doses  of  vitamin  B,o.  .\  few  patients  have  been  observed 
in  whom  administration  of  vitamin  B,o  has  dramatically 
relieved  phantom  limb  pain  and  caused  disappearance  of 
the  phantom. 

1.  Wm.  S.  Fields,  M.D.,  et  al.,  in  Merck  Report,  Oct.) 


Ophthalmologists  Form  SociETy 
On  November  24th,  1952.  the  Charlotte  Ophthalmologi- 
cal  Society  was  formed  by  the  following  eye  physicians: 
C.  B.  Foster.  W.  R.  Graham,  T.  D.  Ghent,  k.  T.  Holden. 
M.  J.  Hough,  Ruth  Leonard,  M.  J.  Lymberis,  F.  C.  Smith 
and  J.  D.  Stratton.  The  officers  elected  were  H.  C.  Neblett, 
Presidtnt;  J  .D.  Stratton,  Vice-President,  and  T.  D.  Ghent, 
Secretary  and  Treasurer.  Meetings  will  be  held  bi-month- 
Iv  and  will  be  of  a  scientific  nature. 


BeWARK   of    iNJirRY    BY   FLUORESCENT   BULB   FRAGMENTS 
(W.  C.  Dreese.  M.D.,  Halstead,  in  //.  Kansas  Med.  Soc.,  Dec.^ 

Woman,  24.  entered  hospital  Feb.  21st,  1951,  with  a 
recurrent  draining  ulcer  on  the  right  arm.  In  February, 
1949.  while  changing  a  fluorescent  tube  in  her  desk  lamp, 
bumped  the  tube.  It  exploded  and  cut  her  on  the  flexor 
surface  of  her  right  lower  arm.  She  paid  no  at'ention  to 
the  injury;  4  days  later  she  found  a  small  piece  of  glass 
in  the  wound.  In  a  hospital,  a  superficial  debridement  was 
made  and  the  wound  edges  approximated  with   adhesive. 

For  5  weeks  the  wound  drained,  and  patient  found  8 
pieces  of  glass  in  all.  in  wound  and  dressings.  The  skin 
became  painful,  hard,  and  purple,  and  several  draining 
sinus  tracts  had  formed.  In  June,  1950,  the  inflamed 
area  and  sinus  tracts  were  resected  and  the  defect  closed 
with  sutures.  In  2  weeks  sinuses  closed  for  a  few  weeks, 
only  to  break  open  again. 

Feb.  22d.  1951,  radical  excision;  defect  covered  mth  a 
full  thickness  skin  flap  from  the  anterior  abdominal  wall. 
The  postoperative  course  was  uneventful,  the  transplant 
healed  well,  no  recurrence  of  the  draining  lesions. 

The  histological  diagnosis  was  beryllium  granuloma  of 
the  skin.  Chronicity  of  this  granuloma  is  due  to  the  fact 
that  the  implanted  beryllium  is  carried  by  macrophages 
widely  into  the  surrounding  healthy  tissue  and  produces 
draining  sinuses  which  defy  any  conservative  treatment. 

Skin  lacerations  by  broken  fluorescent  bulbs  require 
excision  of  the  wound  with  a  wide  margin  of  apparently 
healthv  skin. 


CoMBiTfED  Drug  Therapy  in  Acute  Upper  Respiratory 
Infections 

(R.  A.   McLane,  At.D.,   in  //.   Med.   Soc.  New  Jersey,   Dec.) 
82  patients  were  observed  in  this  study.  Tablets  of  the 
following  three  drug  combinations  were  tested: 

(1)  acetylsalicylic  acid  3  gr. ;  phenacetin  2 '-2  gr..  and 
caffeine  Y^  gr. 

(2)  the  foregoing  "APC"  mixture,  plus  an  antihista- 
minic  agent  (phenyl-toloxamine  dihydrogen  citrate  25 
mgms) . 

(3)  the  "APC'-antihistamine  combination,  plus  procaine 
penicillin  G  100,000  units. 

Tablets  of  all  three  drug  combinations  were  identical  in 
appearance. 

In  a  series  of  82  cases  of  acute  upper  respiratory  infec- 
tions, including  the  common  cold.  17  w-ere  treated  with 
tablets  I;  24  with  tablets  II;  and  42  with  tablets  III.  Of 
I,  53%  no  improvement  after  72  hrs.;  of  II,  46%  no  im- 
provement: of  III  only  2%  failures. 
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15%,  by   volume  Alcohol 
Each   (1.    oz.   contains; 

Sodium   Salicylate.   U.   S.  P.   Powder 40  grains 

Sodium   Bromide.  U.  S.  P.  Granular 20  grains 

Caffeine.    U     S.    P 4  grains 

ANALGESIC,    ANTIPYRETIC 
AND    SEDATIVE. 

Average     Dosage 
Two   ro   four   leaspoonfuls  in  one  to  three  ounces  of 
water    as    prescribed    by    the    physician. 

How    Supplied 
In   Pinlti.   Five   Pints  and  Gallons  to   Physicians  and 

r^ruEtrists 

Burwell  dc  Dunn 
Company 

MANUFACTURING     PHARMACISTS 

Charlotte,  North  Carolina 


BOOKS 


TEXTBOOK  OF  SURGERY,  edited  by  H.  F.  Moseley, 
MA..  D.M.,  C.Ch.  (Oxon),  F.A.C.S.,  F.R.C.S.  (Eng.), 
F.R.C.S.  (C),  Assistant  Professor  of  Surgery,  McGill 
University;  .'\ssociate  Surgeon,  Royal  Victoria  Hospital, 
Montreal.  With  a  Foreword  by  G.  Gavin  Mh-ler,  M.D., 
CM..  M.Sc,  F.R.C.S.  (C),  F.A.C.S.,  Chairman  of  the 
Surgical  Department,  McGill  University;  Surgeon-in-Chie(, 
Royal  Victoria  Hospital,  Montreal.  With  460  Text  illus- 
trations and  46  color  plates.  The  C.  V.  Mosby  Company, 
J207  Washington  Blvd.,  St.  Louis  31952.  $15.00. 

The  hope  is  expressed  that  this  text,  based  on 
sound  principles,  will  supply  the  surgical  informa- 
tion the  student  requires  in  order  to  graduate.  It 
emphasizes  visual  aid  and  brevity  of  description. 

There  is  an  informative  chapter  on  the  evolu- 
tion of  modern  surgery.  Then  come  several  chap- 
ters on  what  used  to  be  called  the  principles  of 
surgery:  then  chapters  on  anesthesia,  surgical  tech- 
nic  and  plastic  surgery  lead  up  to  chapters  dealing 
with  surgery  of  the  various  anatomical  parts. 

In  the  opinion  of  this  reviewer  this  is  an  excel- 
lent text  for  the  doctor  who  wishes  to  recognize 
surgical  conditions  arising  in  his  practice,  who  does 
his  own  ambulatory  surgery,  and  is  concerned  to 
recognize  and  refer  early  patients  with  conditions 
requiring  major  surgical  measures. 


THE  PHARMACOLOGY  OF  ANESTHETIC  DRUGS, 
by  John  Adriani,  M.D.,  Director,  Department  of  Anes- 
thesiology, Charity  Hospital,  New  Orleans;  Professor  of 
Surger>'  (.Anaes.),  Tulane  University  School  of  Medicine. 
Third  edition,  completely  revised.  Charles  C.  Thomas,  301- 
m  East  Lawrence  Ave.,  Springfield,  111.   1952.  $9.50. 

The  status  of  our  knowledge  of  anesthesiology, 
with  the  great  advances  in  the  10  years  since  the 
first  edition  of  this  book,  are  presented  in  an  au- 
thoritative way,  from  the  clinical  and  the  labora- 
tory viewpoint.  There  is  an  introductory  chapter 
on  the  effects  of  physical  and  chemical  properties 
on  pharmacological  activity,  another  on  adminis- 
tration, absorption  and  elimination  of  anesthetic 
drugs,  and  a  third  on  general  systemic  effect.  Then 
come  chapters  on  gaseous  and  volatile  agents,  in- 
organic volatile  agents,  alipathic  nonvolat  de 
agents,  barbiturates  and  other  agents  derived  from 
urea,  opium  alkaloids,  and  synthetic  analgesics. 
Local  anesthetics,  nonanesthetic  drugs  used  in  con- 
junction with  anesthesia,  and  inorganic  gases  used 
in  conjunction  with  anesthesia — all  these  are  given 
adequate  consideration. 

This  is  not  a  large  book,  but  the  text,  as  sup- 
plemented by  well-conceived  and  well-executcl 
illustrations,  constitutes  an  admirable  coverage  of 
this  subject. 


BIOCHEMISTRY  OF  DISEASE,  by  M.  Bodansky  and 
O.  BoD.XNSKY.  Second  edition,  thoroughly  revised  and  en- 
larged by  Oscar  Bodanskv,  M.D.,  Ph.D.,  Professor  of 
Biochemistry.    Cornell    University    Medical    College;    Lee- 
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turer  on  Pediatrics,  New  York  University  Post-Graduate 
Medical  School.  The  Macmillan  Company,  60  Fifth  Ave., 
New  ork  11,  N.  Y.  1952.  $12.00. 

This  large  subject  is  dealt  with  in  a  way  to  sus- 
tain the  reader's  interest  long  enough  for  him  to 
gain  valuable  information.  General  presentations 
are  avoided  as  lying  more  properly  within  the  do- 
main of  the  text  on  introductory  biochemistry.  A 
new  feature  of  this  edition  which  will  prove  of 
practical  use  is  an  appendix  which  contains  tab- 
ulations of  normal  values,  with  the  standard  devia- 
tions for  the  concentration  of  amounts  of  various 
components  of  the  blood,  feces  and  urine,  and  for 
certain  functional  tests. 

The  arrangement  of  material  is  in  accordance 
with  the  clinical  entity,  which  enables  the  physi- 
cian to  readily  find  material  pertinent  to  the  sub- 
ject in  which  is  his  instant  concern.  The  general 
practitioner  and  every  variety  of  specialist  will 
find  this  a  valuable  review  and  .source  book,  as  well 
as  a  great  aid  to  better  understanding  and  man- 
agement of  his  cases. 


SIDE  EFFECTS  OF  DRUGS,  by  L.  Meyler,  Consult- 
ing Physician  at  Groningen  (Netherlands),  translated  by 
PH.  Vuijs.iE  and  W.  Mui.h.ai.l  Corbet,  Amsterdam.  Else- 
vier Publishing  Company,  Amsterdam;  Houston;  London; 
New  Y'ork.  1952.  .fS.SO. 

Each  drug  is  discussed  in  relation  with  reaction 
upon  the  body  system,  thus  providing  a  handy 
guide  in  deciding  whether  unexpected  symptoms 
are  resulting  from  the  disease  process  or  from  the 
drug  being  administered.  The  author  says  that  his 
own  experiences,  some  of  which  have  been  quite 
disconcerting,  led  to  the  offering  of  a  book  on  the 
harmful  effects  which  .sometimes  result  from  the 
use  of  drugs.  Case  reports  are  given  to  illustrate 
this  point.  Tt  .seems  possible  that  a  reader  here 
and  there  might  be  so  affected  by  the  great  num- 


ber of  disagreeable  and  even  dangerous  side  effects 
which  might  result  from  the  use  of  a  great  many 
drugs,  as  to  decide  him  against  their  use  in  any 
case.  For  the  vast  majority  of  doctors  this  book 
carries  information  of  daily  usefulness. 


A  \ITAMIN  DIGEST,  by  Guy  W.  Clark,  Technical 
Diretot,  Lederle  Laboratories  Division,  American  Cyana- 
mid  Company,  Pearl  River,  New  York.  Charles  C.  Thom- 
as, .TOl-327  E.  Lawrence  Ave.,  Springfield,  111.  1952.  $6.50. 

It  is  claimed  for  this  book  that  it  presents  a 
comprehensive  but  brief  story  covering  all  phases 
— starting  from  the  early  development:  vitamins 
A  and  D — and  brings  the  reader  up-to-date  on  the 
newts  member:  vitamin  Bjo.  The  author's  30  years' 
experience  in  teaching  and  research  in  this  field 
give  him  a  rare  grasp  of  his  subject,  and  his  facil- 
ity in  the  use  of  language  enables  him  to  present 
his  knowledge  in  a  way  to  hold  the  interest  of  his 
reader. 

From  the  period  in  which  entirely  too  many 
vitamins  were  prescribed  we  have  come  along  for 
a  number  of  years  into  a  period  in  which  too  few 
are  pre.scribed.  The  teaching  of  this  book  will  fa- 
vor a  greater  and  more  discriminating  use  of  these 
remarkable  agents. 


OPERATING  ROOM  TECHNIC,  by  St.  Mary's  Hos- 
pital. Rochester,  Minnesota.  New,  4th  Edition.  345  pages 
with  219  figures.  W.  B.  Saunders  Company,  Philadelphia 
and  London.  1952.  $6.50. 

Everyone  who  does  surgery,  or  who  has  it  done 
tm  his  patients,  will  be  interested  in  this  book.  To 
'^ay  that  the  operating  room  technic  of  St.  Mary's 
Hospital  is  second  to  none  would  be  entirely  su- 
perfluous. Thousands  of  surgeons  have  first-hand 
knowledge  of  this  technic.  Thev,  along  with  those 
who  do  not  have  this  knowledge,  will  be  interest- 
ed to  have  in  print  this  operating  room  technic  as 
it  is  practiced  todav. 
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